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helps them weather the hay fever seaso: 


BENADRYL 


ANTIHISTAMINIC-ANTISPASMODIC 


gives fast, comprehensive relief of allergic symptoms. At this time of 
year pollens from trees, grasses, or weeds cause distressing symptoms 
in allergic patients. You can help your patients to enjoy greater com- 


fort during the hay fever season by prescribing BENADRYL. Its 
potent antihistaminic action rapidly relieves nasal blockage, rhi- 
norrhea, sneezing, itching, and related allergic reactions, while its 
atropine-like antispasmodic action swiftly suppresses bronchial and 
gastrointestinal spasms. BENADRYL Hydrochloride (diphenhydra- 
mine hydrochloride, Parke-Davis) is available in a variety of con- 
venient forms including: Kapseals,® 50 mg. each; Kapseals, 50 mg., 
with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 
10 mg. per 4 cc.; and Emplets,® 50 mg. each, for delayed action. 
For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,° 
10 mg. per cc.; and Ampoules, 50 mg. per ce. 
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Elstorial 


A Chance for a Stay of Execution 





We are not the owners of medicine but 
the stewards of it during our active life 
time. It was handed to us and we must pass 
it on. We have, therefore, a responsibility 
to the past and to the future. The time is 
now for us to interpret our place in terms 
of our responsibility to the past and to the 
future. We have no right to destroy that 
which we have assumed responsibility for, 
nor do we have any right to permit it to be 
so altered that its effectiveness as an instru- 
ment for human happiness and human wel- 
fare will be crippled. 


There is in our hands a body of knowledge 
and techniques which has been largely re- 
sponsible for the increase in life expectancy 
from 27 years at the time of Jesus to near 
70 years in 1959. Part of this body of 
knowledge and techniques came from pure 
scientists who were interested in the dis- 
covery of truths, and part of it came from 
scientists, clinicians and other workers who 
were interested in methods of applying this 
knowledge to the prevention and treatment 
of disease and the alleviation of human suf- 
fering. I can find no evidence along the line 
of development in the past that there was 
ever intended a selective application to those 
who have and a limited one to those who 
have not. It is, therefore, not surprising 
that those who are interested in the prob- 
lems themselves and in the problems of ap- 
plication are relatively less concerned than 
those interested in the application itself 
about threats of socialization. There is little 
reason to hope that those who have not will 
oppose a change. 


We in the practice of medicine are the 
purveyors of this body of knowledge and 
techniques to the ultimate consumer, the 
man or woman or child in distress. We think 
our system of purveying is the best in the 
world and yet we are about to hand down 
to our children who will replace us as cus- 
todians a watered down panel-system of in- 
effective medical care by a profession in 
slavery—all because we cannot face up to 
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the problem of distribution of medical care 
and because we do not have the guts to 
remove the cloak of respectability in the 
form of membership in organized medicine 
from those who are a disgrace to the human 
species let alone medicine. 


We have a reprieve, a stay of execution, 
perhaps a permanent one if the approach 
of the A.M.A. is suitably implemented. The 
beginning of such an implementation was 
accepted by the House of Delegates when it 
approved its Committee on Aging report 
recommending the, development of a service 
contract for those of limited income in the 
over 65 age group. Within 90 days this pro- 
gram will be presented to a special session 
of the House of Delegates for ratification, 
modification or rejection. Some of the dif- 
ficult problems that will face this commit- 
tee in its work will be editorially commented 
on in the July issue.—B.H.N. 


The Syndrome of 
Cerebral Dysfunction 

This term is suggested by Denhoff! as a 
replacement for the old terms “brain-dam- 
aged” or “brain injured.” A change in name 
may mean a tremendous change in concept. 
Consider a biffy and a powder room— 
a road and an expressway—ductless glands 
and the endocrine system—stokers’ cramps 
and water intoxication—recovery and re- 
habilitation. The terms “brain damaged” 
or “brain injured” imply hopelessness, overt 
change in anatomical appearance of the 
brain and active participation on the part 
of the obstetrician if present from birth. 
The term cerebral dysfunction does not im- 
ply hopelessness, blames no one and includes 
subtle changes reflected in behavior that 
may previously have been attributed to a 
host of environmental factors including lack 
of parental love, sibling jealousy, over-in- 
dulgence, broken homes, lack of teacher un- 
derstandting and various types of emotional 
trauma. A study and understanding of the 
child handicapped by cerebral dysfunction 
offers much for the adults of tomorrow. 


1. Page 360. 












The Evaluation of the 
Practice of Internal Medicine 


Obvious progress has been made in the 
measurement of the quality of surgical prac- 
tice compared to the backward position of 
internal medicine in this respect. Eisele, et 
al' have listed certain features of the prob- 
lem which partially explain the difference. 


1. First, tissue reports, when properly 
handled and interpreted, serve as an ob- 
jective measure of surgical practice. The 
now-required tissue committee utilizes 
this fact. Parallels in internal medicine 
are limited. 


2. Second, in surgery the approach of 
choice is the evaluation of groups of cases 
which received the same operative pro- 
cedure. In medicine, in contrast, it seems 
necessary to evaluate disease categories. 
These may be much more difficult to de- 
fine. 


3. Third, surgical practice concen- 
trates itself into a relatively small num- 
ber of common operations, whereas medi- 
cal practice distributes itself over a com- 
paratively wide range of common ail- 
ments. 


4. Fourth, the very nature of medical 
practice predisposes to an emphasis on 
many intangible but vitally important 
facets of good medical care which are elus- 
ive and difficult to define, much less to 
measure—such facets as patient-physician 
rapport, and the recognition of the inter- 
play between the psyche and the soma, of 
sociologic and environmental influences, 
and of the concept of disease as affecting 
the whole man. 


That the problem of evaluation of quality 
in internal medicine is by no means hopeless, 
is illustrated by two studies. 


The study by Eisele, et al' was done under 
the auspices of the Southwestern Michigan 
Council under a grant from the W. K. Kel- 
logg Foundation. The method used was to 
have the medical record librarian in each 
hospital complete a code sheet on each pa- 
tient. This was sent to the study headquart- 
ers for analysis. The research project was 
designed to determine specific indexes re- 
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lated to medical practice in hospitals and to 
assist medical staffs in the study of clinica] 
record data, in order to make possible the 
improvement of medical practice. 


Two examples of the results in that sur- 
vey indicate the usefulness of the technique. 
The percentage of patients with diabetes in 
each of 15 hospitals who did NOT have blood 
sugar determinations at any time during 
their hospital stay was tabulated. The range 
of patients with diabetes NOT having blood 
sugar determinations at any time was from 
5% in one hospital to 55% in another. The 
report submitted “that if a patient with 
diabetes is sick enough to be hospitalized 
for any reason, good medical practice calls 
for at least one blood sugar determination 
so that the physician may be satisfied that 
the diabetes is remaining under control.” 
It was also noted that the physicians who 
were doing blood sugars on practically every 
diabetic admission were also treating the 
largest number of diabetic patients. 


It would seem to be elementary that if a 
patient with an acute lower respiratory in- 
fection were ill enough to require hospital- 
ization, an initial diagnostic chest x-ray 
film would be mandatory. An examination 
of practice, however, shows that this rea- 
soning was not always followed. The per- 
centage of patients with pneumonia who 
had chest x-rays varied from 95% in one 
hospital to 45% in another. After the fig- 
ures were presented to the medical staff of 
one hospital, the percentage with chest 
x-rays rose significantly during the succeed- 
ing six months. 


The other study was performed under the 
auspices of the American College of Physi- 
cians.” The plan was entirely different but 
the results strikingly similar. Experienced 
internists acted as surveyors. Each visited 
five hospitals. These men interviewed the 
responsible physicians, inspected the equip- 
ment, and with the aid of the record librari- 
an, surveyed 20 hospital charts chosen at 
random. The information was coded and 
summarized by the director of the survey. 
There was good correlation between the sur- 
veyors’ evaluations of a hospital and a punch 
card analysis of the hospital records. 
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Certain specific items in this survey may 
be sited to illustrate significant information 
gathered. For example, less than 14 of the 
women had pelvic examinations. Almost 
half of the patients with strokes did not 
have retinoscopy; and of the young patients 
with strokes, less than 14 had skull films. 


The director of this survey summarized 
as follows: 


1. That the study of enough records by 
an expert will reveal good or bad medical 
care quantitatively in a given hospital. 


2. That examination of the staff or- 
ganization and its activities will reveal how 
a particular grade of practice is accom- 
plished. 


3. That to maintain good practice, prac- 
tice of high standards, an inside audit is the 
most favored in particular reference to hos- 
pital deaths. 


A continuation of the American College 
of Physicians study revealed that an intern- 
al appraisal system was important in main- 
taining and elevating the quality of medical 


care.* The Director of this study has de- 
veloped a Medical Care Appraisal Plan that 
is now ready for trial. 


The conscientious physician is the first to 
declare that there is room for improvement 
in the practice of medicine. He recognizes 
that this has always been true and always 
will be true. The methods in these studies 
do provide an evaluation of the practice of 
medicine. They are sufficiently cheap and 
simple to be practical. The approaches out- 
lined are valuable to any medical staff, no 
matter how limited its time and resources, 
since it enlists the aid of non-professional 
help. The physician is then free to concen- 
trate on applying the information for the 
improvement of his practice.—J.F.H. 
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BABE or BABY, n. A misshapen creature of no par- 
ticular age, sex, or condition, chiefly remarkable for the 
violence of the sympathies and antipathies it excites in 
others, itself without sentiment or emotion. There have 
been famous babes; for example little Moses, from whose 
adventure in the bulrushes the Egyptian hierophants of 
seven centuries before doubtless derived their idle tale of 
the child Osiris being preserved on a floating lotus leaf. 


Ere babes were invented 
The girls were contented. 
Now man is tormented 
Until to buy babes he has squandered 
His money. And so I have pondered 
This thing, and thought may be 
’T were better that Baby 
The first had been eagled or condored. 


Ro Amil 


From the Devil’s Dictionary by Ambrose Bierce 
—Sagamore Press, Inc. 
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Transurethral Resection of 


Non-Infiltrating Carcinoma of the Bladder 


The author prefers this procedure 
to removal of the bladder and 


transplantation of 


THE TUMOR referred to in the title may 
be further described as the so-called “spirea 
bush” type of tumor, a papillary growth 
with a pedicle which is clear cut and not 
visibly infiltrating the bladder. To those 
of us, who, before the coming of the resecto- 
scope, repeatedly fulgurated these tumors 
until they possibly were burned down to 
the base, this instrument was indeed a reve- 
lation. With it one could remove the entire 
tumor down to the level of the floor of the 
bladder, usually with quickness and dispatch 
in most cases. I believe it is better to re- 
move the whole tumor at one sitting, rather 
than do a biopsy and remove the tumor later. 
Fulguration is used only to stop bleeding 
and to sear the entire area of operation at 
the finish. 


Since 1934, I have removed all bladder 
tumors by transurethral resection, 177 cases 
in all. Of course, in the infiltrating tumors, 
there is hardly any hope of cure, but life is 
prolonged and made more bearable in most 
of these patients. 


In those early years, I had a number of 
five-year cures, which was quite satisfac- 
tory, so that when transplantation of the 
ureters and total cystectomy was the vogue 
in the late 1940’s, I did not do any of these 
operations, thinking that if a carcinoma of 
the bladder could not be removed complete- 
ly by transurethral resection, it could not 
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the ureters. 


HENRY S. BROWNE, M.D. 


Since graduating from Tulane University — 
School of Medicine, Henry S. Browne, M.D., .- 
has been certified by the American Board of 
Urology. Doctor Browne is a member of the 
American Urological Association, the American 
College of Surgeons and the Southwestern Sur- 
gical Congress. 

Doctor Browne is Past-President of the Tulsa 
County Medical Society and held the same po- 
sition with the. South Central Section of the | 
Urological Association. 


This paper was presented before the Okla- - 
horga Urological Society, May 18th, 1959, in 
Tulsa, 


be removed completely at all. I thought that 
if one subjected a patient to such a radical 
surgical procedure, one should almost be 
able to guarantee a cure, which could not be 
done. 


In removing the above classified tumors, 
if the pedicle can be seen, the resection is 
carried out systematically, beginning on one 
side and going across the tumor until it is 
completely removed. Then the base of the 
growth is resected until healthy muscle is 
seen. The dissection is carried deeply if 
necessary, even through the bladder wall 
until the smooth pearly perivesical tissue is 
seen. This is entirely different tissue from 
the bladder muscle. It is pearly white and 
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when fulgurated no bubbles appear, while 
the bladder muscle is reddish, with circular 
parallel fibers which give off many bubbles 
when fulgurated. At the finish the whole 
area, including 5 cm. of healthy bladder 
mucosa, is thoroughly fulgurated with a 
roller electrode. After the catheter is put 
in, 4 ounces of 1% phenol is injected into 
the bladder and left in for half an hour, on 
the theory that this will destroy any loose 
cancer cells which could later cause trans- 
plants. 


There are definite advantages in remov- 
ing bladder tumors by this method over an 
open operation. The tumor can be seen much 
better, due to magnification through the 
cystoscope, bleeding points can be accurate- 
ly fulgurated, and the healthy bladder mu- 
cosa and musculature outlined clearly. The 
resection is carried out well into the healthy- 
looking tissue. 


The ureteral orifice is frequently involved 
and is ignored, so that often a preoperative 
excretory urogram which will show a dilated 
ureter, if repeated after operation, is found 
to be normal, due to the removal of the 
tumor blocking the drainage of urine from 
the kidney. In subsequent cystoscopies, the 
ureteral orifice will often be seen as an 
oval hole. Obstruction for a long period of 
time will result in destruction of the kidney. 
Tumors at the top of the bladder are diffi- 
cult to reach, and their removal is greatly 
aided by having an assistant press down on 
the bladder wall as suggested by Gershom 
Thompson. 


Postoperative care is similar to that in 
transurethral prostatectomy. If the resec- 
tion has been carried through the bladder 
wall, the catheter is left in for a week. Uri- 
nary antiseptics are given routinely. Fol- 
lowing operation, burning, frequency and 
dysuria are greatly relieved. In the follow- 
up, cystoscopy is done every three months 
for the first year and every six months 
thereafter, if possible. The bladder is found 
well healed with little scar, except in those 
patients where the resection was carried 
extra deepiy. 


Of sixty-seven cases of carcinoma of the 
bladder operated on by transurethral re- 
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section from January, 1947, to December, 
1957, forty-one were excluded from this 
study because they were infiltrating, leav- 
ing twenty-six which were papillary and 
non-infiltrating. A questionnaire was sent 
out to these patients, and twenty of them 
were returned: 


one patient was in good health for two 
years and then lost track of; 


one had six resections and died in three 
years; 


one died six days postoperatively of 
heart disease ; 


one woman, age 80, died three years 
later of intercurrent disease; 


one man with multiple tumors died in 
a year from recurrence; 


one committed suicide three months 
after operation; 


one patient has had recurrent multiple 
tumors operated on eight times since 
1955; 


and one similar patient has been op- 
erated on five times since 1955; 


one lived three years, and died of a 
heart attack; 


one, age 77, died four years later of car- 
cinoma of the prostate. 


This leaves seven patients who were liv- 
ing and well five years or more; two for 
four years; one for three years; one for two 
years and one for one year. Fifteen of these 
carcinomas were grade two, and eleven were 
grade three. Forty-seven grams was the 
most tissue removed from any one patient, 
one of the six with no answer to the ques- 
tionnaire. Of the five year cases, seven were 
alive and well, and three died of cancer. 
The others were not heard from. 


From this small series of cases plus prev- 
ious experience, I believe that non infiltrat- 
ing carcinomas of the bladder can be treat- 
ed more successfully by transurethral re- 
section than by any other method, with less 
morbidity and mortality, and with the great- 
est benefit to the patient. 


Medical Arts Building, Tulsa, Oklahoma 
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A Comprehensive Concept of the 


Neurologically Handicapped Child 


THE SYNDROMES OF 


CEREBRAL DYSFUNCTION 


OssTETRIC and pediatric advances have 
made it possible today for some children to 
be living who not so many years ago either 
would have not been born or would have 
died in early life. Many of these children, 
who have been salvaged from an intra- 
uterine or neonatal death, have cerebral 
palsy, mental deficiency, or epilepsy. Others 
appear normal but may have sensory or be- 
havioral disturbances. Fifteen years ago, a 
premature infant had a high chance of a 
consequent handicap. Today, the sequellae 
of prematurity are less likely. Ten years 
ago, a baby with a severe Rh blood incom- 
patibility would have been dead at delivery 
or shortly thereafter. Now, most of these 
babies, by immediate complete blood trans- 
fusions, develop normally. 


However, there is still much to be learned 
about preventive pediatrics as is noted in 
the increasing numbers of stressed infants 
surviving with congenital heart disease, con- 
genital deafness and blindness, cleft palate, 
hare lip, tracheoesophogeal fistula, hydroce- 
phaly, spina bifida, meningocele, kidney 
anomalies and gastro-intestinal abnormali- 
ties. These congenital (prenatal) disturb- 
ances stem from intra-uterine infection and 
anoxia during the early weeks of pregnancy. 
They are “stage-specific” defects in tissue 
differentiation. Since they evolve during a 
period when the brain is undifferentiated 
and particularly susceptible to oxygen lack, 
it would seem unlikely that the nervous sys- 
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of Psychiatry and Neurology. : 

Doctor Laufer is Director of the Emma Pend- 
leton Bradley Hospital, Riverside, Rhode Island — 
and a member of the Institute for Research 
in Health Science, at Brown University, Prov- 
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This paper was presented at the Oklahoma 
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Raymond H. Holden, M.A., is a Psycohologist 
at the Meeting Street School, Children’s Re- 
habilitation Center, Previdence, Rhode Island. 


tem should escape the adverse effects of 
anoxia. 


Journal of the Oklahoma State Medical Association 











Examples of neurological deficit in chil- 
dren with primarily non-neurological handi- 
caps are seen frequently in clinical practice. 
A child with pulmonary stenosis may have 
increasingly poor balance, and be unable to 
keep up with other children. In school, the 
teacher may report that he is unable to con- 
centrate and that he has a short attention 
span. It is usual to blame these complaints 
on the heart disease, i.e., a resultant exhaus- 
tion from poor tissue oxygenation. How- 
ever, an electroencephalogram may reveal 
generalized or localized cerebral dysrrhy- 
thmia consistent with a mild degree of brain 
damage. A child with cleft palate and hare 
lip may be hyperactive and have mood 
changes. He writes clumsily. A detailed 
neurological examination reveals but slight 
hyperactive deep reflexes and poor finger- 
to-nose coordination. However, psychologi- 
cal tests suggest brain damage. 


Such findings do not occur in every case 
of cleft palate or congenital heart disease. 
Nevertheless, they occur often enough to 
suggest that children with non-neurologic 
congenital disorders often have concomitant 
central nervous system dysfunction. 


Cerebral Dysfunction 


Currently, when a child demonstrates neu- 
rological disability, he is designated as 
“brain injured” or “brain damaged.” Anoxia, 
infection, and/or trauma before, during, or 
after birth are responsible for the largest 
number of children that are so handicapped. 
These children may demonstrate a variety 
of neuro-motor, mental, sensory, and behav- 
orial findings singly or in combinations and 
varying in degree. In these cases, aberrant 
behavior is of a special type; intelligence 
may vary from superior to low, and neuro- 
logical findings may also vary from minimal 
to severely abnormal. 


The phrase “Syndromes of Cerebral Dys- 
function” is suggested as a term to replace 
phrases such as “The Brain Injured Child” 
or the “Brain Damaged Child.” The indi- 
vidual clinical syndromes which make up 
the Syndromes of Cerebral Dysfunction are 
cerebral palsy, mental retardation, epilepsy, 
and the hyperkinetic behavior disorder. 
Childhood schizophrenia may possibly be in- 
cluded. A variety of sensory disturbances 
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are usually found associated with these ma- 
jor disabilities, or may be found independ- 
ently. 


Cerebral injury, maldevelopment, delayed 
maturation (and even intense emotional 
stress) can result in disturbances of nervous 
system function. There are six major cate- 
gories of dysfunction and various combina- 
tions of these, depending on what areas of 
the brain are involved that can be found in 
any child with the clinical conditions men- 
tioned. 


These are: 


(1) Neuwromotor—this refers to the va- 
rieties of cerebral palsy. 


(2) Intellectualthis refers to intellectu- 
al subnormality due to brain injury 
or other organic causes. 


(3) Distortions of Consciousness—this re- 
fers to varieties of convulsive dis- 
order. 


(4) Neurosensory —this refers to im- 
pairment of vision or hearing on a 
neurological basis. 


(5) Behavioral—this refers to a particu- 
lar syndrome which has been char- 
acterized as “Hyperkinetic Impulse 
Disorder.” 


(6) Perceptual—this refers to difficulties 
in perception through any modality 
as a result of any of the factors men- 
tioned above, and to consequent dif- 
ficulties in learning and _ establish- 
ment of relationships. (Table I.) 


Clinically, a child may be called “cerebral 
palsy” if in his case the neuromotor aspect 
dominates the total picture. He will be called 
“mentally retarded, organic type” if pri- 
marily his intelligence is impaired; or “epi- 
leptic’” if convulsions are outstanding; or a 
“blind,” a “deaf,” a “speech” or a “behavior” 
problem depending upon the outstanding 
symptoms. 


Thus, the names of the clinical syndromes 
portray which symptom-sign component 
dominates the overall picture in a particular 
child. 


The realization for the need of a descrip- 
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DYSFUNCTION CLINICAL DIAGNOSIS 

NEUROMOTOR Cerebral palsy; 
various types 

INTELLECTUAL Mental Retardation, 


organic 
CONSCIOUSNESS 


NEUROSENSORY _ Sensory Disorders 





(Injury, maldevelopment, and delayed matyration of the brain, and even intense 
emotional stress, can cause various disturbances listed, or any mixtures of them.) 


Conculsive Disorders 


BEHAVIORAL Hyperkinetic Behavior 
Disorder. 
? Childhood 
Schizophrenia 
PERCEPTUAL Perceptual Disorders 


DESCRIPTION 

Gross and fine neuromuscular 
incoordination. 

Subnormal reasoning and 

learning abilities. 

Cortical and/or subcortical electro-rhy- 
thmical instability with resultant distor- 
tions of consciousness. 

Vision and hearing impairments of neu- 
rologic origin. 

Short attention span, distractibility 
mood swing perseveration 


Withdrawal from environment. 
Visual-motor, tactile or auditory distor- 
tions contributing to Jearning difficulties 
and establishment of relationships. 








TABLE I 


tive term which emphasizes function as well 
as pathology in children with neurological 
handicaps has evolved over a twenty-five 
year period. Amongst the reasons for the 
recognition that the total behavior in these 
children is not static are: 


1) The unpredictable, favorable, medical, 
educational, and social adjustments of chil- 
dren diagnosed as “brain damaged” and pre- 
sumably of limited potential. 


2) Poor correlation between neurological 
symptoms during life and neuropathological 
findings at death. 


3) Growing evidence to indicate that 
neurologic disability is reversible in cases 
where chemical enzymatic factors are re- 
sponsible for brain damage, if deficiencies 
are corrected in early life. 


4) Recent neurophysiological evidence 
which shows that total behavior can be in- 
fluenced through stimulation of neutral path- 
ways which interweave various parts of the 
cortical sensory and motor systems with the 
brain stem and cerebellum. 


5) <A practical realization that new terms 
are needed to express a child’s abilities and 
disabilities if favorable doctor-parent-ther- 
apist relationships are to be attained. 


362 


Development of the Concept 


At the Emma Pendleton Bradley Hospital, 
a neuropsychiatric hospital for children, and 
at the Meeting Street School for handicap- 
ped children in Providence, Rhode Island, 
there has been interest in the problems of 
childhood behavior as related to brain dam- 
age or dysfunction over a twenty-five year 
period. Bradley: was amongst the first to 
describe an “organic syndrome” of behavior. 
He observed that an outstanding group of 
characteristics of behavior associated with 
brain damage were hyperactivity, short at- 
tention span, irritability, and mood changes. 
Some years later, he correlated some anoxic- 
producing disorders of birth and infancy 
with the special type of behavior previously 
described.? These behavior characteristics, 
which are now called the “hyperkinetic be- 
havior syndrome” were found in a large 
number of children who as infants had 
whooping cough, meningo-encephalitis or 
pneumonia. Other children were asphyxi- 
ated at birth for a variety of reasons. 


Since Bradley’s initial observations, a rap- 
id increase in the number of cases of be- 
havior problems associated with physical 
and non-physical handicaps have been ob- 
served. There appears to be a correlation 
with the obstetric-pediatric salvage rate. 
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Our experiences, in continuing work at 
the Bradley Hospital and Meeting Street 
School® have suggested that there may be a 
very marked lack of correlation between de- 
gree of central nervous system involve- 
ment as suggested by methods of study in 
ordinary use, the degree of impairment of 
function and of satisfactory performance. 
The behavioral and learning aspects may 
far outweigh the more commonly accepted 
neurological components. This is easily seen 
in epilepsy in children. Not infrequently, 
the seizure episodes can be controlled, but 
the child’s specific behavioral and learning 
handicaps continue to affect his total ad- 
justment.* 


Such continued experiences with children 
of normal intelligence or subnormal men- 
tality, with or without the various sensory- 
motor handicaps, led us to consolidate Brad- 
ley’s observations and formulate a dynamic 
concept of disordered behavior which was 
called the Hyperkinetic Behavior Syndrome. 
The essential symptoms of the Syndrome 
are hyperactivity, short attention span and 
poor concentration, variability, impulsive- 
ness and inability to delay gratification, ir- 
ritability, explosiveness, and poor school 
work (especially arithmetic, reading and 
handwriting). More recent studies have in- 
dicated that dysfunction of the visual-motor 
system, which results in a perceptual disor- 
der, may be responsible in some measure 
for reading and writing problems. Such be- 
havorial and perceptual disabilities in early 
life often lead to emotional disturbances in 
the child and his family. Ultimately, it is 
the disturbed intra-family relations and dis- 
torted feeling and not the organic disability 
which causes the eventual inadequate ad- 
justment of the adolescent or adult. 


New Methods of Diagnosis 


Psychological Tests: A standard diagnos- 
tic method in cerebral dysfunction is the 
use of psychological test batteries which 
evaluate the child’s conceptual and percep- 
tual ability, as well as his intelligence and 
emotional status. A number of psychologists 
have recognized the unreliability of test re- 
sults in brain-damaged children. Various 
adjustments of standard procedures are sug- 
gested to meet the individual’s need. Table 
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2 outlines the suggested approach to the 
diagnosis of visual-motor performance dif- 
ficulties. 


Electroencephalography: Through new 
neurophysiological experimentations, we are 





AGE TEST PATTERN 
Above WISC.t Performance IQ 10 points 
year 8 lower than verbal IQ 


Year 7-8 S.B.t* Vucabulary passed at year 
8. Diamond failed by dis- 


tortion. 


Year 5-6 S.B. Vocabulary passed at year 
6. Square failed at year 5. 
Year 23 S.B. Picture vocabulary passed 


at year 2%. Formboard 

failed at year 2. 
tWechsler Intelligence Scale for Children 
*Stanford-Binet, Form L 











TABLE II 


Suggestive Psychological test diagnosis of visual-motor 
performance difficulty. (Holden, R. H. Meeting Street 
School, Providence, R.I. unpublished data.) 


more able to decide whether a behavior prob- 
lem is the result of organic factors or en- 
vironmental factors. 


The ordinary electroencephalogram, fre- 
quently described as “borderline abnormal” 
in children with hyperkinesis, portrays only 
superficial cortico-electrical activity. 


Gestaut Photo-Metrazol Test: A new elec- 
troencephalogram procedure, the Gestaut 
Photo-Metrazol test,° provides a method 
which explores, deeper than an ordinary 
electroencephalogram, the functioning of the 
brain by testing the activity of the dience- 
phalon and its relation to the cortex. Recent 
neurophysiologic studies involve structures 
deep in the cortex, the diencephalon and es- 
pecially the thalamus, as important medi- 
ators in the control of behavior in all chil- 
dren.®:*** The diencephalon may serve as a 
first stage sorting, routing, and patterning 
mechanism for impulses coming in from 
sensory receptors to higher level cortical 
centers. It is postulated that damage to this 
important mid-brain structure in some way 
alters its function. If affects the interplay 
between the cortex and diencephalon, and in 
some way exposes the cortex to undue stimu- 
lation. 


When a measured. amount of metrazol is 
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given intravenously to a child who is simul- 
taneously being exposed to the flickering of 
a standard stroboscopic light, while an elec- 
troencephalogram is being recorded, a pho- 
tometrazol threshhold is obtained. One which 
is lower than normal suggests damage to or 
dysfunction of the diencephalon. 


This procedure was used experimentally 
in children with behavior disorders in a 
search for those with positive evidence of 
diencephalic disturbance.’ A group of chil- 
dren with the Syndromes of Cerebral Dys- 
function and a group of children with en- 
vironmental causes for aberrant behavior 
were selected. The results showed that the 
cerebral dysfunction group had a signifi- 
cantly lower photometrazol threshhold than 
the non-organic group. Whereas the normal 
threshhold was 6.5 mg. per kilogram, the 
mean threshhold for the cerebral dysfunc- 
tion group was 4.3 mg. per kilogram, a sig- 
nificantly lower value. 


These results justify the suspicion that 
diencephalic dysfunction is associated with 
hyperkinetic behavior. 


Sensory Testing: 


Tests which evaluate psycho-sensory or 
perceptual ability are important aids in es- 
timating a child’s potential ability. Learn- 
ing difficulties in children may in some cases 
result from unrecognized dysfunction of 
parts of the brain which results in disturb- 
ances of tactile or spatial discrimination, re- 
production of special arrangements, or right 
or left disorientation. 


Tactual Discrimination: 


Tactual discrimination tests in fifty chil- 
dren with cerebral dysfunction and 130 nor- 
mal subjects suggests that diminished sen- 
sation itself did not apparently present a 
problem to the brain damaged child. Never- 
theless, normal children seem in every way 
superior to the dysfunctioning subjects in 
discriminating size, texture, and form. 
Amongst the cerebral dysfunction group, 
non-physically handicapped were superior in 
each item tested to the physically handi- 
capped.’° 


Form Board Perception: 


A very practical series of perceptual tests 
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involving increasing complicated puzzle 
form boards were worked out at Meeting 
Street School. The boards are matched 
against chronological age and vary from a 
four-piece geometric pattern, with and with- 
out color matching, to a complicated twenty- 
piece pattern which is complicated by pieces 
needing to be placed in the pattern at an 
angle. Studies, over the past three years, 
have uniformly resulted in discovering that 
many apparently normal children with school 
difficulties are below their proper age place- 
ment in puzzle performance. Psychological, 
visual perceptual, and _ electroencephalo- 
graphic tests results almost invariably cor- 
relate and indicate the presence of cerebral 
dysfunction. 


Visual Perceptual Testing: 


It is generally accepted that the standard 
ophthalmological examination reveals rela- 
tively little pathology in cerebral dysfunc- 
tion, unless the peripheral visual apparatus 
is involved. There are available functional 
tests of visual perceptual ability which in- 
clude measurements of ocular motility, fixa- 
tion, conveyance and accommodation rela- 
tionship, eye and hand dominance, binocular 
fusion, and span and speed of perception. 
Preliminary studies suggest that these fac- 
tors are aberrant in some children with ce- 
rebral dysfunction, and a battery of these 
tests done by properly qualified persons may 
be of diagnostic value in children with ‘“‘hid- 
den disabilities.” Table 3 and Table 4. 


Archimedes Spiral After-effect: 


Cerebral palsied children of the spastic 
type frequently report distorted or absent 
after-image effects when an archimedes 





Visual-Motor 
Perceptual Performance 
Percent Percent 











DIAGNOSIS No. Cases Abnormal Normal 
C. Palsy, Spastic 16 93 6 
C. Palsy, Ataxia 2 _— 100 
Hyperkinetic Behavior 9 77 22 
Epilepsy 2 — 100 
Mental Deficiency 1 — 100 
Anxiety Neurosis 1] — 100 
TOTAL CASES 40 

TABLE III 


Visual motor perceptual performance in Syndromes 
of Cerebral Dysfunction. 
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Test Results* 


GROUP MEAN VARIANCE 
CEREBRAL PALSY 1.4 1.9 
EMOTIONAL DISTURBANCE § 4.5 5.3 
NORMAL 5.9 5.1 


*_-A perfect score, that is perceiving the after- 
effect with each of six trials would be 6.0. 

















Abnormal Normal 

Vis.-Motor Vis.-Motor 

Visual-Motor No. Perception Perception 

Perceptual Disturbances Cases Percent Percent 
Hand-eye incordination 6 100 — 
Form perception difficulty 12 66 34 
Ocular motility 11 81 19 
Gross reversal difficulty 3 100 — 
Suppression 7 85 15 
| Strabismus 7 85 15 
| Crossed Dominance 15 54 46 

TABLE IV 


Type and incidence of visual-motor perceptual dis- 
turbances in children with visual-motor perceptual 
performance difficulty. 


spiral, rotating at high speed, is abruptly 
stopped.'' When such a test is administered 
to emotionally disturbed children without 
evidence of cortical damage and to a group 
of normal children, they report perceiving 
either an effect of contraction or expansion, 
depending upon the effect of the spiral dur- 
ing rotation. When the rotation is abruptly 
stopped a visual negative after-image effect 
is briefly seen. If previously the spiral seem- 
ed to be expanding, it now appears to con- 
tract, or vice-versa. 


The reason given for the variances which 
brain damaged children report, is the poor 
ability of the visual cortex to polarize and 
depolarize nerve impulses from visual stim- 
uli. This may result in one percept distort- 
ing another, or difficulty in shifting from 
one percept to another. It is believed that 
such phenomena contribute to the percep- 
tual, learning, and reading difficulties of 
brain injured children. (Table 5.) 


Discussion 


Problems involving dysfunction of the 
nervous system in childhood are increasing 
in frequency. Treatment directed only to the 
correction of the physical defect without in- 
cluding treatment for the behavior, percep- 
tual or emotional factors may result in salv- 
ageable infants becoming unsalvageable ad- 
ults. Mental retardation, if present, is the 
greatest handicap to rehabilitation of these 
children. However, it frequently improves 
when motor, sensory, and behavioral factors 
are corrected. With a mild to moderate 
physical handicap, an emotionally well ad- 
justed handicapped child can function in- 
tellectually at a higher level than can an 
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TABLE V 


Results of Archimedes Spiral After-effect in Children 
(from Davids, A. et al: J. Consult Psychology 
21:429—1957). 


anxious and fearful child of comparable 
physical status. 


The evidence is good that the dysfunction- 
ing diencephalon in children with cerebral 
palsy and related.syndromes can be favor- 
ably affected by drugs and maturation. This 
evidence suggests that these children, in ad- 
dition to neuro-motor or sensory disability, 
the result of brain damage localized or gen- 
eralized, may also suffer in part from a 
functional disturbance which can be favor- 
ably affected by proper understanding and 
treatment. Thus, a view to which many 
workers in the field are coming is that the 
child with cerebral palsy and related dis- 
orders can be successfully treated when con- 
sideration is given to the sensory and emo- 
tional factors, as well as the neuromotor re- 
sponses. Motivation and redirection of both 
is a pre-requisite of adequate treatment. 
Since the terms “brain damaged child” or 
“brain injured child” connote permanent 
disability, it is suggested that these terms 
be replaced by the term “Syndromes of Ce- 
rebral Dysfunction.” Such a change will also 
help parents accept a treatment program 
which can be long and discouraging. 


Pediatricians must be prepared to give 
service to the ever increasing load of chil- 
dren with subtle handicaps associated with 
neurological disorders. These may appear 
as related to learning disabilities and per- 
ceptual difficulties (often found in children 
without overt physical disability and of nor- 
mal intelligence). Many of these children are 
called “behavior problems.” As little as two 
years ago, these problems were blamed on 
poor parent handling; now we are finding 
that some of these children are inadequate 
neurologically or show signs of cerebral dys- 
function. Often they are minimally dam- 
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ABSTAINER, n. A weak person who yields to the 
temptation of denying himself a pleasure. A total abstainer 
is one who abstains from everything but abstention, and 
especially from inactivity in the affairs of others. 


Said a man to a crapulent youth: “I thought 
You a total abstainer, my son.”’ 
“So I am, so I am,” said the scapegrace caught— 
“But not, sir, a bigoted one.’’ 
Ge ae 


From the Devil’s Dictionary by Ambrose Bierce 
——Sagamore Press, Inc. 
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AN AGE-OLD PROBLEM’ 


ONE-SIDED or unreasoning criticism is a 
rather common fault among Americans to- 
day. Some people never form any other than 
first impressions and form vigorous preju- 
dices on little or no factual knowledge. And 
the butt of their criticism is often some- 
thing vague and impersonal. 

Perhaps the greatest number of unfound- 
ed criticisms and twisted misconceptions is 
directed at such groups and organizations 
as the federal government, lawmakers, sci- 
entists, lawyers, military leaders . .. and 
doctors. Yes, American medicine cannot 
escape the censure of those who have very 
little understanding of what it is or what it 
does, but nevertheless must criticize. 

One of the more common remarks you 
might hear about the American Medical As- 
sociation is that it is “against everything.” 

The other day I heard a man ask: “Why 
is the AMA never for anything?” 

To such critics I will reply that we cer- 
tainly do oppose any measure or action that 
might impair the freedom or rights of our 
nation, our profession, or of the individual 
citizens. 

Because the structures of our government 
and our society are so ideally suited to the 
flourishing of scientific progress, we are 
naturally anxious to keep them that way. 

But rather than refute individual criti- 
cisms, I would prefer to point out that the 
instances in which the AMA has provided 
positive encouragement and leadership are 
far more numerous than those in which it 
has taken an opposing stand. 


For example, during the recent outbreak 
of Asian Flu, the AMA undertook a public 
education campaign, urging that the disease 
be fought by immunization. We have also 
informed the public and medical profession 
of the importance of polio vaccine and rec- 


‘Presented before the House of Delegates at the 53rd Annual 
Meeting of the Oklahoma State Medical Association, April 19, 
1959, Tulsa. 
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GUNNAR GUNDERSEN, M.D. 
President of the American Medical Association 


ommended its use by all Americans. 


Other areas in which the AMA has stimu- 
lated positive action include medical edu- 
cation to meet the needs of our growing 
population . . . fluoridation to protect our 
children’s teeth . . . the Hill-Burton hos- 
pital construction program .. . our seat belt 
campaign for better traffic safety ... sound 
nutrition through our food faddism pro- 
gram ...and most important, a farsighted, 
workable program to provide health care 
for the aged. 

Perhaps the most insistent challenge be- 
fore American medicine today is to provide 
a workable, realistic plan to help old peo- 
ple finance health care. This is a problem 
we have been expecting for many years, 
since in a sense, it is the ironic result of 
medical progress. Better health care in 
youth and middle age is responsible for more 
people living longer than in the past. 

I think that modern medicine has the ob- 
ligation of doing something about the prob- 
lems it has helped to bring into existence. 
To illustrate what I mean, let’s look for just 
a moment at some figures: 

In 1949, life expectancy of Americans was 
65 years. Today it has jumped into the low- 
er 70s. Right now there are 15 million 
Americans over 65, or one out of every 11 
persons. By 1970, the proportion will be 
one out of every 10. 

This means there are quite a few old peo- 
ple, all of whom have individual needs and 
requirements, particularly for their general 
well being. We could not hope to wrap up 
all the problems of the aged under the cate- 
gory of medical care. No, to lead healthy 
and comfortable lives, care for the aged 
must take into consideration many factors, 
including social, economic and occupational. 

Old people have an overwhelming social 
problem of adjusting to a society which has 
deified youth. They also are faced with 
making ends meet on considerably reduced 
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incomes after they have been forced out of 
work because they have arrived at an ar- 
bitrarily determined retirement age. 


Another reason why, as doctors, we must 
concern ourselves with providing health 
care for the aged is that if we do not, the 
federal government will. 


We are not alone in our desire to do 
something for the rapidly increasing num- 
bers of old people in the United States. For 
the last several years, there has been an in- 
crease of Congressional interest in medical 
matters. 


The problems of aging have stimulated 
one particular bill in Congress which Ameri- 
can medicine regards as dangerous. I refer 
to the Forand Bill, a measure which would 
provide certain hospital, surgical, nursing 
home and dental benefits to most Social Se- 
curity beneficiaries. 


Therefore, we have two outstanding rea- 
sons to be concerned with providing health 
care for the aged: (1) medicine is respon- 
sible for lengthening man’s lifespan, and 
(2) we must act positively to set our pro- 
gram into motion before the federal gov- 
ernment steps in. 


Because this aging problem has been long- 
expected, the AMA has not been twiddling 
its thumbs. A program has been carefully 
developed over the years, designed to offer 
effective health care financing to our senior 
citizens. 


The primary quality of the AMA plan is 
that it is steeped in the concept of voluntary 
action on the part of the individual. There 
is no compulsion, no financial burden on 
others, no reliance on tax funds. Our plan 
enables each person to provide in advance 
for health expenses in his twilight years. 


To bring this plan into being, several sig- 
nificant steps have been taken. 


1. Last December the AMA House of 
Delegates adopted a proposal which applies 
specifically to the population group over 65 
with modest resources or low family income. 
For medical services rendered to this par- 
ticular group, physicians are urged to ac- 
cept a level of compensation that will per- 
mit the development of insurance and pre- 
payment plans at reduced premium rates. 
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Since this policy was stated, there have been 
widespread expressions of support from 
members of Congress, from the health in- 
surance industry, from newspapers and from 
many other sources. 


2. State and local medical societies now 
are implementing this program on their 
own levels. So far, several societies have 
endorsed the AMA action, and the matter is 
being given top priority on the agendas of 
state groups at their annual meetings this 
spring. 


3. The AMA House of Delegates has ex- 
pressed opposition to arbitrary retirement 
based on chronological age. While retire- 
ment is a long-awaited blessing for many of 
our senior citizens, we feel it should be 
voluntary, based on the desires and capa- 
bilities of the individual. There certainly 
are many people over 65 who have not only 
the desire and the ability, but also the urgent 
need to continue working. 


Our Committee on Aging has called on 
industry and labor leaders to re-evaluate 
compulsory retirement policies. The AMA 
feels that isolation and forced inactivity are 
unfair to our senior citizens, and cannot be 
tolerated in a society which places a prem- 
ium on individual worth and ability. 


Also, job discrimination against those 
who are no longer young is a scar on the 
face of our society. We as doctors know 
that oftentimes a man of 40 or older is in 
as good physical condition as a man of 30. 
And the older man has the advantage of ad- 
ditional maturity and experience. 


4. We are working closely with both 
health and commercial insurance organiza- 
tions to encourage the development of new 
insurance programs which offer more de- 
sirable coverage to persons over 65. Com- 
mercial firms already have introduced guar- 
anteed renewable contracts, “paid-up-at-65” 
and ‘65-plus” policies. 


At the AMA’s suggestion, the Health In- 
surance Association of America has asked 
its member companies to provide policies 
renewable for life . . . coverage for those 
now over 65... coverages that will con- 
tinue after retirement ... and the oppor- 
tunity of policy holders to convert from 
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group to individual policies when employ- 
ment terminates. 


Developments in the insurance field are 
moving at a rapid pace. The health Insur- 
ance Institute of America estimates that 
60 per cent of our senior citizens will have 
protection by the end of next year. That 
figure will rise to 75 per cent in 1965 and 
90 per cent by 1970. Actual growth, how- 
ever, may exceed these conservative esti- 
mates if the medical profession continues to 
act with speed and imagination. 


5. The AMA has pointed out the urgent 
need for facilities designed specifically to 
meet the health needs of the aged. The 
major medical problems of older people in- 
volve chronic illness and degenerative dis- 
eases. In a large number of these cases, the 
most important need is for medical care at 
home or in the doctor’s office, rather than 
a lengthy hospital stay. In others the re- 
quirements range from partial care in the 
patient’s home to more extended care in a 
nursing home. 


6. Research has been stepped up into all 
aspects of preventive medicine and health 
maintenance. There also has been increased 
interest in the problems of mental health 
and the aged. 


These steps are part of our carefully 
planned program to help the elderly. This 
plan has been well thought-out, and has 
taken several years to develop. Although 
the need is pressing, our first concern has 
been to provide a plan that would be effec- 
tive and beneficial, without creating a fi- 
nancial burden on anyone else or impairing 
the dignity of the old people. 


For these reasons, we oppose any hasty, 
expedient approaches based on the short- 
sighted theory of “pass-a-law-and-raise-the- 
Social-Security-tax-again.”’ 


Time, however, takes no heed of our prob- 
lems. While we are concerned with develop- 
ing and polishing the best possible program 
for the aged, there are others who see in the 
elderly a powerful voting group. The most 
obvious example of the expedient approach 
is the Forand Bill. Although it died in the 
last Congress, Representative Forand’s pro- 
posed legislation has been reintroduced in 
this session. 
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For a number of reasons, Washington ob- 
servers doubt that Forand-type legislation 
will make headway in Congress this year. 
However, we cannot doubt for a moment 
that it will be pushed for all it is worth 
during the presidential election year of 
1960. So we cannot relax our defenses one 
bit until such undesirable legislation is 
finally defeated. 


Several months ago, the Journal of the 
AMA reprinted an interview of a general 
practitioner from Britain, Doctor Alastair 
J. Marshall. In the article, Doctor Marshall 
expressed the opinion that America is head- 
ing down the same path England took to 
socialized medicine. He blamed it on the 
failure of American medicine to profit from 
the mistakes of our British colleagues. The 
interviewer raised the subject of the For- 
and Bill, asking Doctor Marshall’s ideas on 
how we should oppose this legislation. He 
replied : 


“If American doctors don’t feel this is 
the best type of medicine for their patients, 
they should oppose it now. But you cannot do 
this unless your are unified—and you are 
not unified. If you Americans benefit from 
our experience you’ll remember the words 
of your own Ben Franklin: ‘We must all 
hang together, or assuredly we shall all hang 
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separately’. 


The Louisville Courier-Journal, in com- 
paring the Forand Bill and the AMA pro- 
gram for the aged, had this to say: 


“The AMA stands a much better chance 
of holding the line against drastic change 
. . . by proposing some improvement of its 
own than by relying on public dread of so- 
cialized medicine to overcome public de- 
mand for added medical services.” 


Rather than merely offering opposition to 
undesirable legislation, our immediate need 
is to mobilize the entire medical profession 
to help develop widespread, low-cost health 
insurance coverage for old people. 


The success of our program hinges on the 
cooperation of every American physician. 
Each one of us must act positively and 
speedily. I know American medicine can 
count on your support. 


535 N. Dearborn Street, Chicago 10, Illinois 








Opportunities for children and youth 
to realize their full potential for a 
creative life in freedom and dignity. 


THE KEYNOTE ADDRESS — 


NEMOURS FOUNDATION CONFERENCE’ 


I HAVE BEEN GIVEN the honor of mak- 
ing the Keynote Address for this conference. 
This honor I deeply appreciate, and hope 
that what I say, may meet the expectations 
of those planning the program. However, be- 
fore commencing, I should like to bring you 
greetings from the Board of Directors of 
the Nemours Foundation and particularly 
from its President, Mrs. Alfred I. duPont, 
who is indeed sorry she cannot be present 
at this meeting today. I bring you her well 
wishes for a successful conference, which 
your speaker hopes will interpret to the 
people of Oklahoma more clearly than ever 
before the unmet needs of their children 
with handicaps. 

It was particularly gratifying last May, 
when I came to Oklahoma City and met with 
such an enthusiastic group as Doctor Riley 

*Presented at the opening of the First Oklahoma Nemours 


Foundation Conference on Handicapped Children, Oklahoma 
City, March 13, 1959. 
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A. R. SHANDS, JR., M.D. 


A. R. Shands, Jr., M.D., graduated from the 
University of West Virginia Medical School in 
1922. He is certified by the American Board of 
Orthopaedic Surgeons. 

Formerly located at Duke University School 
of Medicine, Doctor Shands is now Visiting Pro- 
fessor of Orthopaedic Surgery at the University 
of Pennsylvania. 

In addition to his membership in the Ameri- 
ean Orthopaedic Association, the American 
Academy of Orthopaedic Surgeons, the Interna- 
tional Society of Orthopaedic Surgery and Trau- 
matology and the Southern Surgical Association, 
Doctor Shands is President of the Medical So- 
ciety of-Delaware. 


had brought together to discuss a first Ne- 
mours Foundation conference for Oklahoma. 
In the months since this time, the planning 
and organizing committees have certainly a 
job well done to their credit. Particularly 
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have I been pleased with the part the Junior 
League has played. The many and enthus- 
jastic letters I have received from Mrs. 
Smith and other members of the League, and 
the correspondence and many telephone con- 
versations I have had with Doctor Riley 
have certainly shown the excellent planning 
which have gone into the arrangements for 
this conference. I wish to express the ap- 
preciation of the Nemours Foundation for 
all which has been done, and to personally 
say “thank you” to Doctor Riley, Mrs. Smith, 
Mrs. Head, and each and every one of you 
who have worked so hard to make this con- 
ference the success I know it is going to be. 


Since very few in this audience know a 
great deal about the Nemours Foundation, 
it is appropriate that in the beginning of 
the conference a few words be said concern- 
ing what the Foundation is and what it has 
been doing. 


The Nemours Foundation is a Southern 
organization; it was founded under the will 
of Mr. Alfred I. duPont in Jacksonville, 
Florida, in September, 1936, as a charitable 
corporation “for the care and treatment of 
crippled children but not incurables.” The 
first activity of the Foundation was the 
building of a small hospital for orthopaed- 
ically handicapped children in Wilmington, 
Delaware. This is called the Alfred I. 
duPont Institute and was opened in July, 
1940. Since this time over 6,600 children 
have been examined in its clinics and nearly 
2,000 admitted to its wards. There is a 
very active program of teaching and resi- 
dent training. Lectures and clinics are given 
for nurses, therapists and undergraduate 
and graduate medical students. In the lab- 
oratories there are basic research studies 
on problems of bacteriology and biochem- 
istry—problems with results, which when 
translated into clinical practice, will help 
both the sick child and the sick adult. 


In 1948 the Nemours Foundation decided 
to extend its work into other states. At this 
time the decision was reached that the great- 
est amount of good with the funds available 
could be done by sponsoring a conference 
program of a pattern which would enable 
the various agencies and organizations to 
get together to discuss common problems 
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and plan better services. As funds would 
not permit this to be done for all forty-eight 
states, and because Mrs. duPont felt that the 
greatest need was in the South, it was de- 
cided that this activity should be limited to 
the fifteen Southern States and the states 
adjoining Delaware. With this thought in 
mind, the first conference was ar- 
ranged for in Jacksonville, Florida, by the 
Florida Children’s Commission. At this 
meeting in February of 1949, there were 
representatives of thirty-three public and 
private agencies. This conference was fol- 
lowed by the establishment of a Committee 
on Services for the Handicapped Child in 
the Children’s Commission to implement the 
recommendations of the meeting; in other 
words, a committee to translate words into 
action. Today, thanks to the activities of 
this committee, the Children’s Commission, 
and fifteen later conferences, very few of 
the twenty-six unmet needs discussed at the 
first conference can be called real needs. 


Two years later in 1951, a similar first 
conference was held in Virginia, arranged 
for by the Virginia Council on Health and 
Medical Care. This was followed first by 
four annual conferences and then by four- 
teen special sessions in regular annual meet- 
ings of physicians, health department per- 
sonnel, social workers, school administrators, 
teachers, etc. In 1953 the first conference 
was held in Kentucky followed by two, in 
1954 in North Carolina followed by four, in 
1956 in Louisiana followed by two, and in 
Arkansas and Georgia. In 1957 first con- 
ferences were held in South Carolina, Ten- 
nessee and Texas, and in 1958 in Missouri, 
West Virginia and Alabama. Last week the 
fourteenth first conference was held in 
Mississippi. With this meeting in Oklahoma 
City, your state now becomes the fifteenth 
Southern State in the Nemours Foundation 
Conference Program. This is particularly 
gratifying to your speaker who has fur- 
nished much of the guidance incident to all 
of these meetings, which, with this confer- 
ence, number forty-eight. It has been truly 
a story of self-evaluation, reawakening and 
action in all of the other Southern States. 
With this conference comes the end of what 
might be termed the Nemours Foundation 
“planting season,” for during the last dec- 
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ade the seeds have been sown for an activity 
which it is hoped some day will flourish and 
grow into a great and large private phil- 
anthropic program of service to the South’s 
handicapped children. 


It should be said that the interest of the 
Nemours Foundation in the child with the 
handicap is broad and comprehensive. It 
is an interest in the whole child and its in- 
terest is with all types of handicaps. Its 
concern is not only with medical care, but 
also it has a concern for what happens to 
this child in his education, in his vocational 
training and placement in work, in his social 
and home adjustments, in his position in 
life and society, and, lastly, in his ultimate 
independence. The direction of our interest 
and thinking has been so focussed since the 
early deliberations of our Medical Advisory 
Board in 1937. 


Since this is the year Oklahoma and all 
other forty-nine states will be deeply con- 
cerned with the acquiring of facts, figures 
and information for the 1960 White House 
Conference on Children and Youth, I think 
it is appropriate at this time to state the 
theme of this ten-year Washington meeting, 
which meetings in the last half century have 
done so much for our children. The theme 
is, “Opportunities for Children and Youth 
to Realize Their Full Potential for a Crea- 
tive Life in Freedom and Dignity.” Is not 
this the real theme of this conference today, 
interested primarily in the opportunities 
and unmet needs for handicapped children 
in Oklahoma? The discussions in the panels 
at this meeting will constantly relate to the 
potential development of children and how 
this developing process can be assisted in 
order to bring the handicapped child to 
his full and normal potential for a worth 
while and creative life. Normal potentials, 
it must be remembered, vary greatly with 
the individual child and the handicapping 
condition, and what would be the maximum 
normal potential for one child might not 
necessarily be that for another. The develop- 
ment of this potential takes place in all at- 
mospheres and surroundings incident to a 
child’s life; namely, in the home, in the 
school, in the community, and also in the 
hospital and convalescent institution. For 
the most effective job of child development, 
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there must be a closely knit plan, integrat- 


«ing what happens in one atmosphere and 


surrounding with that of what happens in 
the others. Emphasis should always be 
placed on the community, the use of local 
resources, and the synchronization of agency 
activity. Too often communities look to 
state agencies to accept their responsibilities 
and, unfortunately, in our present-day pa- 
ternalistic era, too many states look too 
often to Washington for assistance. 


First, what are the handicaps we should 
be concerned with in state services? There 
are four major headings of handicaps 
grouped according to cause or etiology: 1) 
those due to congenital malformation, 2) 
those due to developmental errors in growth, 
3) those due to disease, and 4) those due to 
trauma, including injury at birth. Of the 
four, those due to congenital malformation 
form by far the greatest number (over 25 
per cent in most recent Children’s Bureau 
Statistics.) If handicapping conditions are 
grouped anatomically, those which involve 
the brain and its pathways form the largest 
number. When it is realized that well over 
three per cent of school children have mental 
retardation, three per cent have serious emo- 
tional and behavior problems, with five to 
fifteen per cent having these problems in 
all degrees, and a very high per cent of all 
handicapped children have damage to the 
moto1 centers of the brain, including those 
with convulsive disorders, the brain as a 
major focus of involvement in handicapping 
conditions probably constitutes at least one- 
half of the total of the more serious condi- 
tions. Next to the brain in importance as a 
major focus will come those conditions of 
speech, hearing and sight, with even a higher 
percentage of total numbers but not with 
as many of the more serious conditions; then 
come the conditions of the neuromuscular 
system; and next those of the skeletal sys- 
tem. Malformations of the heart and blood 
vessels, and cleft palates also, constitute a 
very large number. It must be remembered 
that ten per cent of all children have some 
type of handicap and only one-third of these 
have a single handicap. The average number 
of handicapping conditions per handicapped 
child is reported to be two and two-tenths. 


In the programs of services for children 


Journal of the Oklahoma State Medical Association 








~ 


with different handicaps there are many 
common problems. If these common prob- 
lems can be early recognized and understood 
by all agencies and their workers irrespec- 
tive of their primary interest and an effort 
made by these agencies to coordinate activi- 
ties when possible, the development of pro- 
grams will be more rapid and their opera- 
tion at less expense. An agency to render 
complete service must provide 1) case find- 
ing, 2) evaluation of the child as a whole 
and his handicap, 3) medical care, 4) edu- 
cation, academic and vocational, and 5) ad- 
justment to home, family and community. 
These are what your speaker has referred 
to in many previous meetings as the five 
“E’s” of all programs. The first E is for 
enumeration, the second for evaluation, the 
third for eradication, the fourth for educa- 
tion, and the fifth for emancipation. These 
five divisions of programs are what all agen- 
cies must be interested in if they are to 
render a complete service. Cooperation of 
agencies is essential if the best overall state 
program is to be established. 


In the so-called total care of the child it 
must never be forgotten that it is the whole 
child as a living being who must be consid- 
ered, and never should the child be thought 
of or planned for in terms of only the handi- 
capping condition. Basic facts concerning 
the child’s mental, physical and emotional 
states must be known and these considered 
in the plan for restoration to normal liv- 
ing. In planning this rehabilitation, consid- 
eration must be given to what the parents 
can do, what the relatives can do, what the 
community can do, and, finally, what the 
church can do. It must be determined what 
support and assistance is available from 
these sources. If we find amongst these 
sources lethargy, we must stimulate. If we 
find groping for what to do, we must fur- 
nish guidance. If we find a willingness to 
move but not knowing how to move, we must 
furnish leadership, and, above all, we must 
“follow through” once we have started ac- 
tion. As Doctor Ray Graham of Illinois said 
so pointedly at one of our recent meetings, 
“Let’s go all the way in our efforts to re- 
habilitate these crippled children.” But al- 


ways remember we must think through on 
programs and plans, particularly after medi- 
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cal care, think what the child can do and 
what his home and community can do. Dis- 
appointment and frustration can oftentimes 
be laid at our doorsteps, due to hasty action 
and insufficient thinking on the part of 
those responsible both for planning pro- 
grams as well as for planning for individual 
cases. 


It is your speaker’s feeling that a Key- 
note Address, in addition to proposing ques- 
tions and furnishing starting points for dis- 
cussion, should also suggest to the panel 
groups an outline of the more important 
subjects each panel should discuss. This he 
will do next, but first he would like to em- 
phasize the point that what is best for the 
child is what the panels should be primarily 
concerned with in all its discussions. In 
our highly specialized services of today, di- 
vided into different disciplines, too often due 
to theory, unrealistic thinking and the de- 
sires of certain individuals to always do 
what has been done before, the good of the 
child may inadvertently and unintentionally 
be overlooked in planning. What I have to 
say to the panels might be likened unto the 
court procedure called “a charge to the jury 
by the judge.” This “charge to the jury” 
will be given as the conditions are listed in 
the program. 


Panel I. This panel of experts should 
come up with the information on the extent 
of convulsive disorders in your state. One 
in every 200 children is the national figure. 
The panel should discuss what the state pro- 
gram is; whether there is a good Diagnostic 
Center; whether the newer drugs to control 
seizures (effective in four-fifths of the 
cases) are readily available for those in 
need; what is being done to interpret epi- 
lepsy in the schools and in the communities 
and, above all, whether the state is provid- 
ing a place for domiciliary care for the hope- 
less epileptic who cannot be controlled with 
drugs and properly cared for in the home. 


Concerning mental retardation, the largest 
of all major problems (three in every 100 
school children), your speaker needs to say 
little, for so much has been said that I am 
sure each panel member knows what infor- 
mation should be forthcoming. However, 
particularly the answers should be given to 
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what facilities are available for the three 
groups; namely, the educable, the trainable, 
and the custodial—sometimes classified as 
mild, moderate and severe. The tremendous 
stimulus, which is now being given by the 
State Chapters of the National Association 
for Retarded Children, is one of the finest 
things which has happened in our whole 
field of work in recent years, for the efforts 
of this group have stinmulated and focussed 
public thinking on all types of handicapped 
children. 


It is hoped that Panel I will discuss the 
specific needs for special education in Okla- 
home (in most states only ten to twenty 
per cent in need are being reached) and 
have recommendations concerning the 
numbers of teachers needed and the present 
and future needs for the training of teach- 
ers in special education. The importance of 
the school and the teacher cannot be over- 
emphasized. It is only second in importance 
to that of the home and parents. It must be 
recognized that the school is only one of the 
many agencies dealing with our children, 
and all agencies must have an inter-related 
plan to be the most effective. In the discus- 
sion, special attention should be given to how 
the special education programs have been 
and should be developed with the thought 
that these should, as far as possible, be a 
part of normal education. In making plans 
the child should be planned for first as a 
normal individual and not as an individual 
with a handicap. It must be recognized that 
the teachers of handicapped children must 
have something to offer the handicapped 
child which other teachers do not have. It 
must be realized that special education is 
only justified when it serves the real true 
needs of the child and that many children 
have more than one handicap needing special 
consideration. It is hoped that the programs 
of special education in Oklahoma are in- 
cluding the preschool child and are making 
every attempt possible to place this child 
with a handicap into an educational pro- 
gram at the earliest possible time. 


Panel II. This panel, concerned with 
mental health and behavioral disorders 
(three serious ones in every 100 school chil- 
dren), will discuss primarily the emotional 
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development of the child. The discussions 
should center around, first, normal develop- 
ment of emotional states and then what is 
being done and needs to be done in child 
guidance centers for those parents with chil- 
dren in need of help. A child with an acute 
emotional disorder is a family emergency 
and the community or the state should have 
facilities available to give the parents im- 
mediate help, which is the best prevention 
we have to keep these children out of state 
mental institutions when they become adults. 
The question of whether such facilities are 
adequate in Oklahoma should be discussed 
and, if not, what needs to be done. How- 
ever, there is no doubt that many children, 
labelled as behavioral problems and emo- 
tionally unstable, are, in reality, perfectly 
normal. 


In this panel there will be discussions on 
vocational rehabilitation. Particular atten- 
tion should be paid to when the State Voca- 
tional Rehabilitation Services are first find- 
ing the youth in need of help. Twenty per 
cent of all rehabilitants in vocational rehabi- 
litation programs are under twenty-one 
years of age. Too often these services are 
not brought into the picture early enough. 
If the vocational counselors can know about 
these problems as soon as they can legally 
furnish guidance, which is at fourteen years 
of age, their work can be made much more 
effective. 


Panel III. This panel, dealing with ce- 
rebral palsy, needs no special direction. The 
incidence is one in every 350 population with 
more than one-half being under twenty-one 
years of age. So much attention has been 
paid to C. P. in recent years that nearly 
every state program includes some type of 
therapy and special education for the cere- 
bral palsied child. However, perhaps there 
are not enough Cerebral Palsy Diagnostic 
and Treatment Centers and special educa- 
tion classes in Oklahoma to meet the needs. 
Also the personnel needs for cerebral palsy 
and all other programs should be discussed. 
Personnel shortage is the real bottleneck in 
all of our services today. 


Concerning orthopaedic handicaps (thirty- 
two in every 1,000 school children), little 
special direction needs to be given to the 
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panel, other than to be certain Oklahoma 
has enough hospital beds to care for the 
children of all races and that there is a co- 
ordination between the hospital, school and 
home, and vocational services. Congenital 
anomalies (2.5 per cent of all live births) 
per se are more often orthopaedic in charac- 
ter. Particularly the problems of the con- 
yenital amputee should be discussed. Are 
here special Child Amputee Clinics in Okla- 
10oma? This group of children has been 
sadly neglected over the past years, but 
since the emphasis by the Children’s Bureau 
on Child Amputee Clinics and the activity 
of the Prosthetics Research Board of the 
National Research Council in sponsoring 
special prosthetic training courses, a great 
deal more is now being done than ever be- 
fore. 


Concerning the cardiac handicaps, discus- 
sions should take place concerning numbers 
and particularly what the available facili- 
ties are for special cardiac surgery and for 
the convalescent care of the child with the 
rheumatic heart and rheumatic fever. The 
problem of congenital hearts is much larger 
than it was thought to be in the past. It 
occurs in eight to ten cases in every 1,000 
live births and ordinarily one-half of this 
number die in the first year of life. 


Panel IV. This panel, dealing first with 
impaired vision and eye handicaps (fifteen 
per cent of all school children), should dis- 
cuss what is being done in the school for 
the child with defective vision. Very sel- 
dom is there a problem of the care of the 
child who is completely blind (one in every 
2,000 children), but the child who has so- 
called ‘“‘weak eye sight” often suffers from 
lack of proper attention. The hearing and 
speech programs in the schools and com- 
munities should be thoroughly discussed and 
a determination made as to whether there 
are sufficient facilities for diagnosis and 
training of the five to ten per cent of all 
children with these handicaps. 
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Cleft palate rehabilitation (one cleft pal- 
ate baby in every 800 live births) is some- 
thing which has come to the fore in recent 
years, thanks to the leadership of Doctor 
Herbert K. Cooper of the Lancaster, Penn- 
sylvania, Cleft Palate Clinic. Cleft palate 
teams and special clinics are now found in 
nearly every part of the country. It should 
be determined by the panel whether there 
are adequate facilities for diagnosis, sur- 
gery, and speech correction for cleft palate 
children in Oklahoma. 


If the answers to the above questions and 
many others are found in the four panel 
reports tomorrow, your speaker will con- 
sider that each panel has done its work 
well. Out of the panel recommendations 
will come the list of the unmet needs of the 
state, which represents the key information 
this conference will produce. 


Then there will be needed an “action 
body” to follow up the recommendations. In 
most states this has been in the form of a 
State Coordinating Council on the Handi- 
capped Child. Such a Council I hope may 
be organized in Oklahoma, either following 
or at the time of this conference. Such a 
Council should be representative of the key 
agencies; its objectives will be, in addition 
to acting on the conference recommenda- 
tions, to point out deficiencies in programs, 
to stimulate present agencies to meet respon- 
sibilities, to help others to establish new 
programs as indicated, and to provide lead- 
ership and guidance, all of which will lead 
to more efficient and often times more eco- 
nomical services for your handicapped 
children. 


The Foundation and its Medical Director 
stand ready to give assistance to Oklahoma 
as needed, and it is hoped that this confer- 
ence will be only the beginning of a long and 
pleasant working relationship between the 
Foundation and Oklahoma’s services for the 
handicapped child. 


Nemours Foundation, Wilmington, Delaware 
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OSTEOCHONDRITIS ©DEFORMANS 


OsTEOCHONDRITIS, or focal aseptic ne- 
crosis, of the various ossific centers of the 
skeleton was first described about fifty years 
ago. Because of the difficulty in obtaining 
biopsy and autopsy material there has been 
little advancement in our knowledge of the 
etiology and pathology. The concensus favors 
trauma as the initiating factor, thus pro- 
ducing vascular damage with subsequent 
sterile necrosis in the affected area, which is 
typified radiologically by sclerosis and frag- 
mentation. The resulting deformity and up- 
set in the normal growth of bone appears to 
be due largely to pressure and traction on 
surrounding structures during the course of 
weight bearing on the part concerned. Un- 
til recently the condition, at each of several 
varying skeletal centers of ossification both 
primary and secondary, was interpreted as 
a separate and distinct entity and was fre- 
quently referred to by the names of those 
who first described the disease at a specific 
site. This confusing nomenclature has now 
been largely revised to group all of these 
diseases under the common title of osteo- 
chondritis, or perhaps the preferable term, 
“focal aseptic necrosis’ which does not sig- 
nify any idea of inflammation. This condi- 
tion has been noted at some twenty-eight or 
twenty-nine different sites, some primary 
and some secondary centers, which were 
conveniently tabulated by E. Rohan Wil- 
liams** in 1950 (Table 1). Since then two 


new locations have been described .. . the 
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J. Charles Monnet, M.D., graduated from the 
University of Oklahoma School of Medicine in 
1956 and he is a Resident in Orthopaedic Sur- 
gery, Oklahoma University Medical Center, now 
serving at Bone and Joint Hospital in Oklahoma 
City. 


superior tibial epiphysis' and the second 
cuneiform of the tarsus.”° 


Infection, tuberculosis, vitamin deficien- 
cies, vascular thrombi and hormonal disturb- 
ances have been implicated as casual in vari- 
ous types of the general classification of 
osteochondritis. Of these factors, infection 
and tuberculosis have been definitely ex- 
cluded. 


A basic theory which has been held for 
many years states that osteochondritis of the 
growth centers is due to insufficient nutri- 
tion of the epiphysis, resulting from a de- 
mand which is greater than the physiologic 
supply. This theory is based on the knowl- 
edge that the disease occurs in each epiphysis 
at the age period when that epiphysis is in 
the stage of most rapid growth. At this 
time the vascular system is taxed to its phy- 
siologic limit in supplying the needed nu- 
trition to the epiphysis. If a need for in- 
creased nutrition arises, the immediate de- 
mand might be greater than the supply. As 
a result of improper nutrition anemia occurs 


Journal of the Oklahoma State Medical Association 

















‘PRIMARY CENTERS 





SPINE [Vertebral body (Calve) 1925 
UPPER |ADULT ==—=—S—~—s=sé 
LIMB Semilunar (Kienbock, 1910) 


\Scaphoid (Preisner) 


b6ter 


LIMB 


Patella (Kéhler 1908) 
Astragalus (Mouchet 1928) 
Seaphoid (Kohler 1908) 








Medial cuneiform (Buschke, 1934) 
‘Adult scaphoid (Brailsford, 1935) 





| 
| 
| 


OSTEOCHONDRITIS 
|| SECONDARY CENTERS 


|| Humerus, head (Hass, 1921) (Lewis 1927) 








| Ishio pubic junction (Voltancole, 1925) 


Epiphyseal Plates (Scheuermann’s) 1921 
Clavicle, sternal (Friedrich 1924) _ 
Humerus, capitellum),, . 
Radius, head (Brilsford (1935) 
Ulna, distal (Burns, 1931) 
Metacarpals, heads (Mauclaire, 1927) 
Iliac crests (Buchman, 1925) 7 
Pubic symphusis (Van Neck, 1924) 


Acetabulum (Brailsford, 1935) 
Femur, head (Perthes’-Legg-Calve’, 1910) 


Femur, neck (Giitig & Hertzog, 1932) 

Femur, Trochanters (Monde Felix, 1922) 

Patella Polar (Sinding-Larsen, 1921) 

Tibia, head (Ritter, 1929) 

Tibia, tubercle (Osgood, 1903) 

Os calcis (Sever, 1912) 

lst metatarsal, proximal (Wagner, 1930) 

2nd and 3d metatarsals, heads (Freiberg, 
1914) 








TABLE I 


in that part of the epiphysis which normal- 
ly has the least supply of blood, the central 
subchondral zone. This portion then under- 
goes a degenerative change manifested by 
aseptic necrosis. With continued use of this 
diseased epiphysis the thin shell of necrotic 
bone surrounding it begins to break down, 
producing fragmentation, which can be seen 
on an x-ray film. 


Because of the numerous sites of involve- 
ment in osteochondritis deformans only the 
more common locations will be discussed in 
regard to etiology, pathology, symptoms and 
treatment. 


Perthes’ Disease 


Osteochondritis of the hip is also known 
as osteochondritis deformans coxae juve- 
nilis, or coxa plana, and was described inde- 
pendently by Legg, by Perthes and Calve, 
hence is also known as Legg-Perthes’-Calves’ 
disease.*” It occurs between the ages of four 
and ten years, involving boys predominantly 
(4 to 1), and is unilateral in ninety per cent 
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of the cases. The cycle of events from the 
original degeneration to complete replace- 
ment varies from eighteen months to five 
years. Howorth* describes four definite 
stages in the cycles: 1. The early stage, last- 
ing several weeks, with changes in soft tis- 
sues and mild symptoms associated with 
synovitis. 2. The active stage, lasting a year 
or two, in which degeneration in the head 
and softening as the epiphyseal dise occur. 
3. The healing stage, lasting three to four 
years, in which dense areas are replaced by 
normal bone. 4. The residual stage, in which 
only the deformity, coxa plana, remains. 
This division into stages is well accepted, 
though it is felt by some investigators that a 
fifth stage of degenerative arthritis, or 
malum coxae senilis, should be added. 


The cause of Perthes’ disease is not 
known. Trauma is considered as a major 
factor by some and as an incidental factor 
by others. Certainly the preponderance of 
boys in any series would strongly suggest 
its importance. Infection is suspected be- 
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cause of associated swelling, tenderness and 
early signs of mild sepsis. A hereditary re- 
lationship has been demonstrated by Steph- 
ens and Kerby** in 1946 and by Hamsa and 
Campbell’? in 1952. The former authors re- 
ported twenty-eight members of a family, of 
five generations, with Perthes’ disease. The 
latter authors reported three cases in a single 
family. Endocrine disturbances have been 
suspected. However, there is no definite 
proof of this relationship, particularly since 
the majority are unilateral involvements. 
The question of thyroid dysfunction has also 
been studied with the aid of various labora- 
tory tests but the results have been some- 
what confusing. Emerick and Corrigan,‘ 
using radioactive iodine, found an abnormal- 
ity of thyroid function in all of their seventy 
cases. Chapman,’ however, used the same 
test under controlled study and found no ab- 
normalities of thyroid function. Katz*’ re- 
ported thirty-two cases and Gill'' reported 
twenty cases. All were found to have no ab- 
normalities of thyroid function. Therefore, 
it can be seen from the work of these four 
authors that the question of thyroid dys- 
function is still contradictory. 


The pathologic changes in Perthes’ disease 
are best described by Haythorn,'* who made 
microscopic sections of curettement ma- 
terial removed at operation in thirty-three 
cases. His findings were constant aseptic 
necrosis, crushing, concurrent degeneration 
and repair, partial ossification of displaced 
cartilaginous tissue, loss of polarity of 
chondrocytes, small cartilaginous cysts, and 
areas of fibrous cyst formation. The con- 
clusions he drew from these cases, and their 
microscopic picture, are as follows: 


1. The disease is primarily a prepube- 
scent degenerative condition with aseptic 
necrosis of the epiphysis and upper portion 
of the metaphysis of the femur, depending 
in part on some deficiency. 


2. The weakened head becomes flattened, 
due to weight bearing injuries, and the re- 
mainder of changes are the result of at- 
tempts at healing. 


An interesting study was done by Rand- 
lov-Madsen* in 1946 who injected alcohol 
into the vessels and nerves running to the 
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FIGURE 1-A 


Perthes’ Disease in a five year old boy. 


head of the femur in young rabbits. He was 
able to produce microscopic, radiographic 
and histologic changes similar to those in 
Perthes’ disease.''-!° 


The usual roentgenographic findings in 
Perthes’ disease consist of flattening of the 
femoral head, with fragmentation and some- 
times cavitation of the ossification center. 





FIGURE 1-B 


Same patient (Spot film)—Note irregularity of the 
epiphysis and acetabulum with an area of radiolucence 
beneath the epiphysis. 
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The process may involve the epiphyseal line 
causing the neck of the femur to become 
broader than normal. In un-treated cases 
of long standing, the head becomes too large 
for the acetabulum, extends beyond it, and 
has the appearance of having been crushed 
by the acetabular rim (Figures 1-A to 1-E). 
Descriptions, made at the time of operation, 
would indicate that the appearance of crush- 
ing was more apparent than real since the 





FIGURE 1-C 
Same patient, age 6 years, with evidence of frag- 


mentation of the epiphysis, flattening of the head 
and widening of the neck. 


head was not flattened but had remained 
spheroidal and the cartilage appeared to be 
normal except for thickening. 


Symptomatically Perthes’ disease usually 
presents with a limp, which is neither se- 
vere nor disabling, but which is more no- 
ticeable with fatigue or increased physical 
stress. Pain may, or may not, be present. 
However, if pain is present it is more fre- 
quently found at the site of the knee on the 
affected side than at the hip site. Trauma 
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FIGURE 1-D 


Same patient, now 12 years old. The process is 
healed with residual flattening of the head and flaring 
and thickening of the neck. 


at the onset is often obtained in the history. 
Clinical examination usually reveals muscle 
spasm about the hip, pain on the extremes 
of motion and limitation of both internal 
rotation and abduction, to a varying degree. 
Occasionally there is tenderness over the 
anterior portion of the hip joint. Anterior- 
posterior thickening of the joint has been 
described as an early sign and should be 
sought by careful palpation. When a child 
presents this clinical picture it is most im- 
portant that a roentgenogram of the pelvis, 
to include both hips, be made. 


Treatment in Perthes’ disease is similar 
to the other osteochondroses in that rest is 
the basic principle. Numerous series of 
cases,"**'"*" with and without rest, have 
been reported. (These have included bed- 
rest alone, ischial weight bearing braces, hip 





FIGURE 1-E 


Case of Perthes’ Disease in a 21 year old girl, show- 
ing residual deformity of the head and neck. 
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spica casts, crutches with footstrap to keep 
the knee flexed and prevent weight bearing, 
and a combination of these methods.) At 
times operation is resorted to for various 
drilling procedures. Administration of thy- 
roid has been of help in some patients. 
Goff'> used Aureomycin in twenty-five cases 
and found that it accelerated growth by 
thirty per cent, and by so doing, accelerated 
the re-ossification of the capital femoral 
epiphysis, or other growth centers when 
they were involved, thus decreased the heal- 
ing period. Probably the most important 
factor in long-term studies is... the length 
of time between onset of symptoms and the 
start of treatment. 


Osgood-Schlatter’s Disease 


Osgood-Schlatter’s disease is an affection 
of the descending lip of the upper tibial 
epiphysis. This is usually found in active 
boys from ten to fifteen years of age. Again, 
as in the other osteochondroses, the etiology 
is not yet definite. Three common textbook 
theories of pathogenesis has persisted. 1. 
Primary aseptic necrosis. 2. Changes pri- 
marily in the tendon, with degeneration of 
the tendinous tissue; metaplastic ossifica- 
tion in the tendon and secondary changes in 
the underlying tubercle. 3. The entire lesion 
is caused by traumatic avulsion of a part 
of the tubercle. 


Uhry* in 1944 and Rapp*® in 1958 con- 
cluded that the disorder was based on minor 
separation of structures, in the tibial tu- 
bercle and patellar ligament and that the 
characteristic pathological changes repre- 
sented scar-callus repair at the sites of sep- 
aration. They did not feel that inflamma- 
tion, endocrine or vascular changes were in 
evidence and that the immediate instigating 
factor was consistently trauma. A very in- 
teresting observation was made by Willner 
and Willner,** in which twenty-three cases 
were studied and all were found to have one 
of the three following abnormalities: 1. 
Marked pronation of the feet. 2. Inward dis- 
placement of the patella. 3. Genu valgus. 


They thought that all of these gave an 
inward pull on the patellar tendon attached 
to the tibial tubercle. Very satisfactory re- 
sults were reported by treatment consisting 
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FIGURE 2 


Bilateral Osgood-Schlatter’s Disease in a boy, age 
12 years. Arrow points to fragmented tibial tubercles. 


of inner heel wedges, longitudinal arch sup- 
ports or insertion of navicular pads in both 
shoes until fifteen years of age. A response 
to therapy, with relief, was noted at six 
weeks in twenty cases and twelve weeks in 
three additional cases. Their own results, 
treated by casting and operation, required 
one to one and one-half years for relief of 
symptoms. 


The symptoms of Osgood-Schlatter’s dis- 
ease are pain at the insertion of the patellar 
tendon into the tibial tubercule, and limp. 
Swelling, tenderness, and sometimes in- 
creased local heat are found on examination. 
On careful inspection the roentgenograms 
show an irregular appearance and fragmen- 
tation of the epiphyseal lip of the proximal 
tibia (Figure 2). 


Conservative measures, such as a cotton 
cast, posterior splint, or long leg cast for 
six to ten weeks usually results in a cure, 
however, if these fail, operation is the ulti- 
mate therapy. 


Schuermann’s Disease 


This condition is an epiphysitis of the dor- 
sal and lumbar vertebrae and has been called 
deforming juvenile dorsal osteochondritis, 
osteochondropathic kyphosis, dorsal kyphosis 
of adolescents, dorsal juvenile kyphosis, and 
vertebral epiphysitis of growth. Calve, in 
1925, described a type of vertebral osteo- 
chondritis resembling that involving the hip 
which was recognizable roentgenographically 
by flattening of the vertebrae, due to loss 
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of the normal bony trabeculae, giving the 
appearance of abnormal condensation and 
density. This finding differs greatly from 
that in vertebral epiphysitis which involves 
the secondary epiphysis and not the primary 
epiphysis. Also, the former appears during 
the first decade and later during the second 
decade. 


The etiology of Scheuermann’s disease 
has been attributed to late rachitis; to static 
deficiency of the vertebral column, with 
muscular insufficiency and relaxation of the 
ligaments; to repeated slight trauma; to 
vasomotor disturbances of undetermined 
origin; to endocrine dysfunction; to infec- 
tion; and to primary changes in the inter- 
vertebral disks in the dorsolumbar region 
with protrusion of the pulpy and gelatinous 
nucleus, rupture of the lamina of the disk, 
and resultant cuneiform deformation of the 
vertebrae. The most widely accepted view 
(Hafner'®) is that there is primarily a 
lesion of the intervertebral disks resulting 
in herniation of the disk material into the 
vertebral bodies (Schmorl!’s nodes). This 
loss of substance results in increased pres- 
sure between adjacent vertebrae with the 
greater force anteriorly because the verte- 
brae are hinged behind at the intervertebral 
joint. When the secondary centers of ossi- 
fication for the upper and lower epiphyseal 
rings appear at the time of puberty the cen- 
ters are subjected to pressure anteriorly and 
interference with their growth occurs. This 
process results in wedging which is charac- 
teristically limited to the anterior portions. 
An entirely different theory is that of Fer- 
guson'’ who believes that the condition can 
be traced to early infancy and is caused by 
exaggeration, or persistence, of the vascular 
pit and groove on the anterior and lateral 
surfaces of the vertebral body which normal- 
ly are obliterated by the age of five or six 
years. He states that in Scheuermann’s dis- 
ease the vascular groove persists into pu- 
berty and is responsible for the wedging, 
with epiphyseal changes being secondary 
manifestations. Vitamin A deficiency has 
been suspected; however, Wuensch*’ points 
out that people living in the country con- 
sume twice the amount of Vitamin A as 
city dwellers but Scheuermann’s disease 
is eight times more common in country 
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FIGURE 3-A 


Scheuermann’s Disease . . . 


11 year old boy with kyphosis and early evidence 
of fragmentation and irregularities in the vertebral 
epiphysis. 


people. He further points out that you 
would expect to find this condition in the 
poorer classes and in the Philippines, where 
every third child has xerophthalmia, yet this 
is not the case. Kemp***> reported twenty 
cases, all coming from families of poor cir- 
cumstances, and concluded that a nutritional 
factor was important. 


The characteristic x-ray findings in 
Scheuermann’s disease, according to Wil- 
liams**, are as follows: 


1. Irregular anterior marginal shelving 
of the upper and lower borders of the bodies, 
with or without a localized crumbling ap- 
pearance of the adjacent cancellous bone. 2. 
Deep indentation of the body margin 
(Schmorl’s nodes). 3. Irregular sclerosis in 
the cancellous bone immediately adjacent to 
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FIGURE 3-B 


14 year old boy with more advanced irregularities 
and fragmentation of the vertebral epiphysis. 


the epiphysis. 4. Irregularity in density and 
outline of the epiphyseal plate. 5. Anterior 
wedging of the dorsal and lumbar vertebrae 
(Figures 3-A to 3-E). The differentation 
from tuberculosis and compression fractures 
is difficult when one or two vertebrae 
are involved. Sclerotic margins with no soft 
tissue swelling are noted in Scheuermann’s 
disease, whereas the reverse is true in tu- 
berculosis. 


When discussing symptomatology it is best 
to separate that of adolescence from that of 
adults (Brocher*). The most striking symp- 
tom in adolescents is a modification of the 
vertebral axis. There is a kyphosis with a 
great radius of curvature; an abnormally 
straight dorso-lumbar region, more rarely 
a dorsal scoliosis or dorso-lumbar scoliosis, 
or finally, a lumbar kyphosis. Again, in 
many cases tuberculosis is feared. Pain oc- 
curs in only twenty per cent of the patients 
less than eighteen years of age. The pain is 
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diffuse and is situated in the lumbar or 
dorsal musculature. It often becomes mani- 
fest only after prolonged exertion and is re- 
lieved by rest. The second important clin- 
ical objective symptom in adolescence is stiff- 
ness of a vertebral segment. In adults, pain 
is much more frequent than in adolescents 
and may be limited to a single spinous pro- 
cess. The eventual spinal deformities are 
posterior-anterior wedging of the veterbral 
bodies, irregularity of the upper and lower 
margins of the bodies, with or without 
Schmorl’s node indentations, narrowing of 
the disk spaces, anterior marginal osteo- 
phytosis and spondyarthrosis at the true 
spinal synovial joints. Treatment should be 
started as soon as the diagnosis is made. 
This varies with different authors; how- 
ever, basically it consists of relief of pain by 
rest on a flat bed, plaster casting to correct 
the kyphosis, or an extension type brace. 





FIGURE 3-C 


16 year old boy showing a marked kyphosis, anterior 
wedging, advanced fragmentation, irregularities of 
the epiphysis and Schmorl’s nodes. 
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Vitamin A and Vitamin D, along with ade- 
quate calcium and nutritional intake should 
be directed. If un-treated the round back 
deformity will develop. 


Sever’s Disease 





Involvement of the calcaneal apophysis 
was described by Sever* in 1912. Since that 
ime numerous cases have been reported. 
This condition occurs in growing boys who 
ire overly active, particularly following 
strenuous exercises. Pain, swelling and ten- 
lerness at the insertion of the Achilles’ ten- 
don are the characteristic symptoms. The 
wearing of tennis shoes is commonly seen 
in these patients, and is postulated or etiolog- 
ical because lack of heels thus places exces- 
sive strain on the attachment of the Achilles’ 
tendon into the os calcis. X-rays show an 
increased density and sometimes fragmen- 
tation of the apophysis of the os calcis (Fig- 
ure 4). Treatment by elevation of the heel 
of the shoes takes the tension off the Achil- 


FIGURE 3-E 


Spot film of case ‘“‘D’’. Tuberculosis is very simi- 
lar, however, the lack of sclerotic margins and the 
presence of soft tissue swelling are helpful in differ- 
entiating the two. 


les’ tendon and the symptoms usually sub- 
side rapidly. 
Kohler’s Disease 


Kohler’s disease** manifests itself by 





FIGURE 3-D FIGURE 4 
Localized lesions in lumbar vertebrae in a 13 year Sever’s Disease in an 11 year old boy . . . Note 
oid male. dense calcaneal apophysis. 
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FIGURE 


Kohler’s Disease in an 11 year old boy . 


aseptic necrosis of the tarsal-navicular and 
clinically produces pain on walking, swelling 
and tenderness over the tarsal-navicular. 
Again, this is found in growing children, 
more commonly in boys. The x-ray reveals 
irregularity of the borders, sclerosis, and 
thinning of the tarsal-navicular (Figure 5). 
Treatment is conservative and consists of 
insertion of an adequate arch support in the 
shoes. 


Freiberg’s Disease 


Freiberg’? described an aseptic necrosis 
of the head of the second and third meta- 
tarsals in 1914. These patients complain of 
pain, swelling and tenderness over the head 
of the second and third metatarsals, of pro- 
gressive duration. There may be a history 
of trauma. X-rays show an irregularity of 
the articular surface, increased density, and 
flattening of the metatarsal head (Figure 
6). Insertion of a metatarsal pad into the 
shoe, or a metatarsal bar across the sole of 
the shoe, just behind the ball of the foot, 
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2 


Arrow points to dense, irregular, thin carpal-navicular. 


usually is sufficient for a cure. Occasionally 
it may be necessary to resect the head of 
the bone, particularly in patients who de- 
velop degenerative arthritis in later life. 


Kienboch’s Disease 


When the carpal-lunate is involved the 
condition is called Kienboch’s*’ disease. This 
is one of the few osteochondroses which pri- 
marily occurs in adults. There is pain, ten- 
derness, and weakness of grip in the in- 
volved wrist. X-rays show increased den- 
sity of the carpal-lunate with some vacuoli- 
zation and later fragmentation (Figure 7). 
Conservative therapy by immobilization in 
a plaster splint, with the wrist in mild dor- 
siflexion, for three to eight weeks is the 
treatment of choice. 


Osteochondritis Ischiopubica 


Osteochondritis ischiopubica’’ is a rela- 
tively uncommon disorder. It occurs most 
commonly between the ages of five and nine 
years. Eighty-five per cent of the cases are 
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FIGURE 6 
Frieberg’s Disease in an 18 year old girl . . . Note 
irregularity, thickening and increased density of the 
head of the second metatarsal. 





FIGURE 7 


Kienboch’s Disease in a 28 year old male, showing 
increased density, with irregularity of the articular 
surfaces of the carpal-lunate. 
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in boys. The onset of pain is slow and there 
may be a history of trauma. Pain in the hip 
is most commonly present, but there may be 
pain referred into the groin or knee. When 
the patient limps, adductor spasm and limi- 
tation of motion of the hip are present. The 
symptoms are very similar to Perthes’ dis- 
ease and this condition may be confused with 
Perthes’ until the x-rays are obtained. The 
x-ray appearance is that of decalcification, 
rarefaction, and cystic areas of absorption. 
Some weeks or months later recalcification 
is present. A triangular or rounded swelling 
is seen in the region of the ischiopubic junc- 
tion which is sharply circumscribed and 
surrounded by normal bone. The x-ray il- 
lustration in Figure 8-A shows involvement 
of the inferior pubic ramus at its attach- 
ment to the ischium. This is a benign dis- 
ease and the symptoms subside rapidly with- 
in a few weeks without any special treat- 
ment. 


Since a discussion of all the reported lo- 
cations of osteochondritis would be too ex- 
tensive a survey for this type of paper, ref- 
erence may be made to Table 1 for all of 
the presently accepted locations. 


Conclusions 
1. The lesion is similar in the various 
epiphyses and occurs in each epiphysis dur- 
ing its most active period of growth. 
2. Healthy, active, well developed pa- 
tients are most commonly affected. 





FIGURE 8-A 


Osteochondritis Ischiopubica in a boy 15 years of age 
Note fragmented inferior ischiopubic border 
unilaterally. 
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FIGURE 8-B 


Same case three months later, showing healing. 


3. The etiology of the disease has never 
been definitely proved, however, the most 
widely accepted theory is that the demand 
of the epiphysis for nourishment is greater 
than the supply. 


4. The pathologic change consists of 
aseptic necrosis, with secondary fragmenta- 
tion, healing and deformity of the epiphysis 


5. Diagnosis is based entirely on clinical 
and roentgenological findings. 


6. Treatment is rest of the affected 
epiphysis by conservative measures if pos- 
sible. 
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Arterio-Venous Fistula: 


RUPTURE OF ABDOMINAL AORTIC 


ANEURYSM INTO THE VENA CAVA 


ONE OF THE most dramatic complications 
of arteriosclerotic aneurysm of the abdom- 
inal aorta is rupture into the vena cava with 
a resulting large central arterio-venous fis- 
tula. This condition has been reported with 
increasing frequency in the past several 
years, though the number of successful sur- 
gically treated patients to date is only three. 
The purpose of this communication is to 
record the fourth successfully treated pa- 
tient and to point out that the reported cases 
have presented a strikingly similar, easily 
recognizable, clinical picture. Furthermore, 
early surgical correction of the arterio- 
venous fistula has resulted in an excellent 
recovery rate in the reported patients. 


Case Report 


L.S., a 65 year old, white male retired rail- 
road worker was admitted to the University 
of Oklahoma Medical Center on 6 January 
1959, complaining of back pain and swelling 
of the legs of two weeks duration. 


The family history was not helpful. The 
patient had been in good general health ex- 
cept for mild hypertension of several years 
duration. There was no history of recent 
injury or operation. 


One month before hospital admission the 
patient had experienced the gradual onset 
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of severe lumbar back pain radiating to both 
hips. Two weeks before admission he noted 
swelling of the lower extremities and con- 
comitantly became short of breath. Be- 
cause of increasing severity of these com- 
plaints, the patient was referred to the Uni- 
versity Hospital Outpatient Clinic. 


On admission, the patient was a well de- 
veloped, obese, white male who appeared to 
be acutely ill. Vital signs were: temperature 
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FIGURE 1 


FIGURE 2 


Comparison of chest X-Rays taken one day preoperatively (Figure 1), and one week postoperatively (Figure 
2) showing decrease in heart size and clearing of pulmonary vascular congestion. 


98.6°, pulse 96/minute, respiration 30/ 
minute, blood pressure 130/70 (both arms). 
There was no cyanosis. The neck veins were 
full. Rales were present throughout both 
lungs. The heart was not enlarged to per- 
cussion. There was a sinus rhythm and a 
soft systolic murmur was audible at the 
apex. The abdominal veins were dramatical- 
ly engorged and filled from below. No pul- 
sations were visible in these veins. Abdom- 
inal examination was unsatisfactory because 
of obesity, but no mass was palpable. There 
was a loud bruit, audible over the entire ab- 
domen and back. Massive pitting edema in- 
volved the lower extremities and lower trunk. 
Femoral pulses were palpable, but no distal 
pulses were felt in the edematous lower ex- 
tremities. 


The pertinent initial laboratory data in- 
cluded: hemoglobin 11.2 gm., hemotocrit 
37%, WBC 10,250. Urinalysis revealed a 
trace of protein and an occasional white cell. 
An insufficient quantity was obtained on 
admission to measure specific gravity. Se- 
rum electrolytes were essentially within 


388 


normal limits except for a BUN of 96 
mgm.%. 


The patient was immediately admitted to 
the University Hospital and initially treated 
for congestive failure by digitalization and 
salt restriction. Electrocardiogram revealed 
no evidence of myocardial infarction. Chest 
x-ray revealed evidence of cardiac failure 
and abdominal x-ray revealed no calcifica- 
tion or other abnormalities. During the first 
24 hours of hospitalization, the patient’s con- 
dition deteriorated rapidly. The total uri- 
nary output, despite adequate oral intake 
was 150 cc. Re-examination of the patient 
thirty hours after admission revealed an in- 
crease in the intensity of the abdominal 
bruit. A review of the available evidence 
suggested the diagnosis of aortic-vena caval 
fistula, probably due to a ruptured abdomin- 
al aortic aneurysm. Operation was carried 
out as an emergency thirty-six hours after 
admission because of clinical deterioration. 
With the patient under general anesthesia, 
the abdomen was opened in the midline from 
the xyphoid process to the symphysis pubis. 
A large arteriosclerotic aneurysm of the 
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terminal aorta was found and there was a 
prominent thrill in the vena cava maximal 
at a level just above the aortic bifurcation. 
Because of the patient’s obesity and intense 
peri-aortic inflammatory reaction, dissec- 
tion was unusually difficult. The iliac ar- 
teries were isolated and tapes passed around 
them. The aorta was then isolated beneath 
the renal arteries and was divided between 
the clamps after clamping the iliac arteries. 
As the aneurysm was removed, the fistula 
was controlled using Potts clamps on the 
vena cava. The fistula was approximately 
3 cm. in length and was located about 2 cm. 
above the aortic bifurcation. The vena cava 
was repaired using -00000- arterial silk leav- 
ing a satisfactory lumen. A nylon bifurca- 
tion prosthesis (Tapp-Edwards) was then 
sutured in place and the aortic flow re-es- 
tablished to the iliac arteries. Appendectomy 
was performed before abdominal closure. 


Postoperatively, the patient improved rap- 
idly; the lungs cleared, blood pressure re- 
mained stable and urinary output increased, 
reaching 1000 cc. on the third postoperative 
day. The BUN slowly fell to normal by the 
seventh postoperative day. The abdominal 
venous distention disappeared, but edema 
of the lower extremities cleared more slow- 
ly and ankle edema was still present at the 
time of discharge. The patient’s weight on 
admission was 214 pounds, decreasing to 
180 pounds at discharge. Chest x-ray re- 
vealed a significant decrease in the size of 
heart postoperatively. The patient was am- 
bulatory and gaining strength at the time of 
discharge, nineteen days following opera- 
tion. 


Discussion 


Aortic-caval fistulae have been reported 
occasionally for many years.':****!°."! Most 
commonly they have been caused by trauma, 
surgical or otherwise. More recently, a num- 
ber of cases of abdominal aortic-caval fis- 
tulae caused by rupture of arteriosclerotic 
aneurysms have been recorded.” *'*:"* Though 
the total number of cases reported is small, 
it seems likely that a combination of an in- 
creasing aged population and _ increased 
awareness of this condition may result in 
more frequent early recognition of such 
cases. 
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Rupture of an expanding arteriosclerotic 
aneurysm into the vena cava apparently :oc- 
curs by the same process that results in rup- 
ture into the abdominal cavity, retroperito- 
neal space or gastrointestinal tract. Because 
of the nature of the aortic wall at the site of 
the rupture, these communications tend to 
be larger than those encountered in fistulae 
due to trauma. As Eisman has suggested, 
this probably explains the fact that physio- 
logic derangement following the development 
of a fistula due to aneurysm is particularly 
severe* and rapidly progressive. 


The pathologic physiology of arteriovenous 
fistulae has received a great deal of atten- 
tion and a detailed discussion is beyond the 
scope of this report.':*'* Clinically, however, 
four recently reported cases with arterio- 
venous fistulae due to ruptured aortic an- 
eurysms have presented a remarkably simi- 
lar picture and the case described in this re- 
port represents a fifth.*'*'* This group 
consists only of white males past fifty years 
of age. All of these patients complained of 
abdominal discomfort of a rather non-de- 
script character for at least one month prior 
to the onset of acute symptoms. Only one 
was known to have an aneurysm prior to 
his acute illness. Each gave a history of 
swelling of the lower extremities, dyspnea 
and weakness. Progression of symptoms ne- 
cessitated hospitalization in a maximum of 
four weeks in all patients. Physical exami- 
nation in each case revealed evidence of car- 
diac failure, engorged veins in the anterior 
abdominal wall, massive edema of the lower 
extremities and trunk, and a loud bruit 
audible over the abdomen. A pulsatile ab- 
dominal mass was not always present. X-ray 
examination of the abdomen was helpful 
when calcium was visible. Aortography and 
venous catheterization were diagnostic in 
the one case in which each was tried.*:* This 
group of cases then presented a similar, dis- 
tinctive clinical picture which is not closely 
resembled by any other entity of which we 
are aware. Diagnosis in our case was un- 
duly delayed by failure to recognize the sig- 
nificance of this combination of character- 
istic findings. 


Operative treatment when the diagnosis 
was established consisted eventually of re- 
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AMERICAN CANCER SOCIETY institutional grant committee announces the follow- 
ing awards: $1,380 for the support of three Fleming scholars (highschool students) this 
summer at Oklahoma Medical Research foundation . . . $1,120.95 to Doctor Walter L. 
Honska, Jr., resident in medicine at Veterans hospital, for studies of the nature of inhibitory 
effect of normal human and normal rat gastric juice on rat gastric mucosa . . . $1,050 to 
Doctor William O. Smith, assistant professor of medicine and assistant chief, VA’s radio- 
isotope service, for research on experimental atrophic gastritis produced in dogs by prepara- 


tion of human gastric juice. 
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ABSTRACTS 


Serum Transaminase Patterns Following 
intracardiac Surgery 


DAVID D. SNYDER,* CHRISTIAAN N. BARNARD,** 
RICHARD L. VARCO,** C. WALTON LILLIEHEI,** 
and IRENE BOSSENMAIER.** 


Surgery, 44: 1083-1091, December, 1958 


Thirty-three patients undergoing intracardiac sur- 
gery were followed with daily SGOT levels for ore 
week. Twenty-eight patients had total body perfusions 
with open intracardiac procedures. Five additional 
patients having intracardiac procedures without per- 
fusion served as controls. Although perfusion did not 
raise the SGOT concentrations in all patients, it seem- 
ed to be a contributing factor in most cases. How- 
ever, the lowest value observed in the entire series 
was in a patient having total body perfusion. The 
patients with tetralogy of Fallot had greater post- 
operative levels than those with ventricular septal 
defects. This difference could be related to the physio- 
logic and anatomic abnormalities peculiar to this mal- 
formation. SGOT values were greater in patients 
undergoing perfusion and ventriculotomy than those 
subjected to perfusion and nonventricular cardio- 
tomies. Hepatic changes during perfusion are sug- 
gested as the major source of these increased SGOT 
values but obviously many other organs and tissues 
may contribute. 


If SGOT levels can be regarded as a sensitive index 
of tissue integrity as has been suggested by numer- 
ous studies, then it may be concluded that a properly 
conducted total body perfusion with an efficient pump- 
oxygenator has maintained bodily homeostasis re- 
markable well during the temporary intervals studied. 


‘Resident in Surgery. 


**Department of Surgery Variety Club Heart Hospital, Uni- 
versity of Minnesota Medical School. 


Effect of Aortic Constriction on 
Experimental Atherosclerosis in Rabbits 


Proceedings of the Society for Experimental Biology 
and Medicine 99: 563-564, 1958 


Rabbits subjected to bilateral lumbar sympathectomy 
and fed a high cholesterol diet developed severe 
atherosclerosis in the lumbar aorta and iliac arteries. 
When an aortic constriction was concomitantly pro- 
duced, atherogenesis distal to the constriction was 
diminished. This was accomplished by a decreased 
systolic and diastolic pressure, a diminished pulse 
pressure, and absence of visible aortic pulsation be- 
low the constriction. 


‘Resident in Surgery. 


**Professor in Surgery. 
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Response of the Blood Glucose to 
Glucocorticoids in Man 
Determination of the Hvperglycemic Potencies of 


Glucocorticoids 
KELLY M. WEST* and DOROTHY ANTONIA WOOD** 
Diabetes, 8: 22-28, Jan.-Feb., 1959 


Although the fasting blood glucose in man is not 
as responsive to the administration of glucocorticoids 
as is the blocd glucose in the course of the intra- 
venous glucose tolerance test, small elevations in 
fasting blood glucose were consistently produced un- 
der certain conditions by a single dose of a glucocorti- 
coid. The magnitude of the hyperglycemia was vari- 
able from subject to‘subject but in each subject the 
magnitude of response produced by a single dose 
correlated well with the potency of the dose admin- 
istered at certain levels of dosage. 


Evidence is presented suggesting that the peak of 
hyperglycemic action of hydrocortisone occurs about 
six to eight hours after a dose is administered orally 
at a time when the peak of eosinopenic action has 
passed. 


A simple method of determining the hyperglycemic 
potency of a glucocorticoid is described. 


*Instructor in Medicine. 


**Technical Assistant. 


Cardiac Rhythm as a Prerequisite for the 
Survival of Retal Heart Transplants 


ALLAN A. KATZBERG* 


Plastic and Reconstructive Surgery and Transplanta- 
tion Bulletin, 23: 113-115, 1959 


Hearts excised from six day old chick embryos were 
implanted into the subcutaneous region of twelve day 
old chick embryos. Observations made on the im- 
planted organ were observed through the coverslip 
window until the host hatched. Cardiac rhythm was 
retained in a number of the transplanted hearts. An- 
astomoses between the host’s vascular system and 
the cardiac chambers of the implanted heart had 
formed. This was evident from the reddening during 
diastole followed by blanching during the systolic 
period of the cardiac cycle. A number of these trans- 
plants continued to function for some time after hatch- 
ing. The majority of anastomoses developed at un- 
fixed sites on the transplant although some were con- 
tinuous with the main vessels leading to the cardiac 
chambers. Since degeneration of the implant was 
always preceded by cessation of pulsation, it may be 
that cardiac rhythm is a prerequisite for survival 
of the transplant. 


*Assistant Professor of Anatomy. 
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Faculty Additions 





SCHMIDT HERBELIN 


Newcomers to the University of Okla- 
homa School of Medicine include three phy- 
sicians in the Department of Anesthesiology 
and one in the Department of Radiology. 


Peter Joseph Welt, M.D., came here from 
Montreal, Canada, where he was a research 
fellow at Royal Victoria hospital, to join the 
faculty as assistant professor of anesthesi- 
ology. 


German-born Doctor Welt received his 
M.D. degree in 1953 at the Free University 
of Berlin. He interned at St. Mary’s Hos- 
pital in Montreal, then took his advanced 
training in anesthesiology at McGill univer- 
sity and Royal Victoria hospital. 


His research has been concerned with the 
influence of anesthetics on the uterus in 
labor, neurophysiology-psychology of the 
first stage of anesthesia, and biophysical 
measurement of the depth of anesthesia. 


Other new members of the anesthesiology 
department are Ray E. Curle, M.D., clinical 
assistant, and Joseph Ted Herbelin, M.D., 
junior clinical assistant. 


A‘graduate of the University of Tennes- 
see College of Medicine, Doctor Curle in- 
terned and served an anesthesiology resi- 
dency at the University of Oklahoma hos- 
pitals. He was a fellow in inhalation therapy 
during 1957 and 1958. 


Doctor Herbelin was graduated from the 
OU Medical School in 1954, interning at St. 
Joseph’s hospital in Fort Worth. After two 
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Department of Physiology 


* Awarded Grant 


National Heart Institute has awarded the 
Department of Physiology a $120,000 train- 
ing grant to increase teaching competence 
and research interest of undergraduate sci- 
ence instructors in cardiovascular physi- 
ology. 


A. N. Taylor, Ph.D., chairman of the De- 
partment, will direct the training program 
which will be developed over a five year 
period. 


The program is divided into two phases, 
both aimed at acquainting students of state 
colleges with career opportunities in medi- 
cal science as well as helping their instruc- 
tors strengthen teaching and research ef- 
forts. 


First, college teachers will come to the 
Medical Center for an intensive, one month 
summer course in physiology of the heart 
and blood vessels. Twelve fellowships of 
$600 are available this summer. The num- 
ber eventually will be increased to 20. 


Second, teams of Physiology staff mem- 
bers will go to state colleges in the fall to 
conduct on-campus teaching demonstrations 
and consultative conferences with teachers 
and students, making use of a mobile lab- 
oratory equipped with modern research in- 
struments and materials. 


In subsequent years it is expected partici- 
pation will be open to undergraduate sci- 
ence teachers in neighboring states. 





years in general practice, he returned to the 
Medical Center to take his residency in an- 
esthesiology. 


Helen Hughes Schmidt, M.D., also a grad- 
uate of the OU Medical School (class of ’48), 
is a new clinical assistant in radiology. She 
took her internship and two years of resi- 
dency training at the University hospitals 
and the third year at the Oklahoma City 
Veterans administration hospital. 
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Pro-Banthine witn Dartal 


Pro-Banthine— Specific Clinical Applications: Functional gastroin- 
unexcelled for relief of cholinergic spasm— testinal disturbances, pylorospasm, peptic ulcer, gas- 
has been combined with tritis, spastic colon (irritable bowel), biliary dyskinesia. 
Dartal— Dosage: One tablet three times a day. 


new, well-tolerated agent for stabilizing emotions— 


to provide you with Availability: Aqua-colored tablets containing 15 mg. 


Pro-Banthine with Dartal— of Pro-Banthine (brand of propantheline bromide) 
for more specific control of functional gastrointestinal 2245 mg. of Dartal (brand of thiopropazate dihydro- 


disorders, especially those aggravated by emotional Chloride). G. D. Searle & Co., Chicago 80, Illinois, 
tension. Research in the Service of Medicine. 
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PRESIDENT’S LETTER 


. In conformance with the A.M.A. action, the 
OSMA committees, already concerned with the prob- 
lems of the aged, held a series of joint meetings in 
this regard. During these meetings, the joint group 
discussed a variety of alternate plans to meet the 
health cost problem for this age segment. Finally, 
the need for a cautious approach to this problem con- 
flicted with the time element and it was decided that 
the proposal to this House of Delegates would be 
based upon certain principles rather than on the 
submission of a specific program. 


The group, therefore, approved the following mo- 
tion which it now respectfully offers for your con- 
sideration: 


It is recommended: 


1. That a service-type health insurance program 
be approved for the sixty-five and over age 
group. 


2. That service benefits be offered to those whose 
income and net worth fall below approved ceil- 
ings, with $6,000 as the suggested income ceiling. 


3. That it be stipulated that the following points 
be taken into account in the development of 
such a service contract: 


A. Physicians and hospitals are to be offered 





the best possible fees, in keeping with a sale- 
able premium. 


B. After allowing ninety days following the an- 
nual meeting for the development of the pro- 
gram, a special meeting of the House of 
Delegates will be called to ratify, reject or 
modfiy the proposal. 


Bo * 


At the conclusion of the report on Health Insurance 
for Senior Citizens, Doctor Gallaher asked the House 
for the disposition of the recommendations contained 
in the report. 


Doctor Joe L. Duer, Woodward, moved that the 
recommendations contained in the report be adopted. 
This motion was duly seconded. 


The speaker called for questions or further discus- 
sion, and reviewed the original motion of Doctor 
Duer’s and a vote was taken. 


The motion carried and the recommendations con- 
tained in the report of the Health Insurance for Senior 
Citizens were adopted as read. 


This concluded the reports of the Association’s Com- 
mittees. 


(Excerpts from the minutes of the 53rd annual ses- 
sion of the House of Delegates) 


The above directions represent the most urgent, important, challenging and contro- 
versial responsibility that has confronted our profession and organization in a number of 
years. The seriousness and far reaching implications are such to deserve the most objec- 
tive, unemotional and deliberate study on the part of each member of OSMA. 


ALFRED T. BAKER, 


President 
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Cooperation Between 


The Attorney and The Physician 


A DOCTOR’S VIEWS 


C. A. GALLAGHER, M.D. 


EVERYONE IS AWARE that the medical 
evidence assumes a vital role in many fields 
of law. Having been interested in it a few 
years, I bring my remarks from that ex- 
perience. The first thing to reveal at this 
time, I think, is that the trial procedures 
are often repulsive to physicians. They are 
accustomed in their offices and hospitals to 
making their own decisions and their own 
opinions. Their opinion is listened to with 
respect. The doctor in the courtroom is in 
a different position. He does not ask any 
questions, he doesn’t have a chance to ex- 
press himself freely, he is told when to talk, 
and he may have to answer questions that 
he thinks are distortions of the facts as he 
sees them. He may even find his intelligence 
and professional judgment challenged. So, 
you lawyers shouldn’t wonder why many 
doctors dislike and even resent their role, 
which does come up whenever the doctor is 
a witness for you. 
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Curative Things 


There are curative things to do. It is un- 
fair to your medical witness, and you may 
even jeopardize the rights of your client 
if you take medical evidence and present it 
without proper preparation and consulta- 
tion. Ordinarily, when a patient comes to 
see the doctor, he tells the doctor the truth— 
provided he is ill and his interest is to get 
well. That is the only interest he has and 
that is a reliable history. We are faced with 
another problem. When a suitor for dam- 
ages comes in, he may not give the doctor 
the entire history at all and might even tell 
a lie to help himself. To help this, I recom- 
mend that you, the lawyers, furnish the doc- 
tor all of the story you possess at that time. 

The lawyer should know the doctor’s side 
of the medical problem and yet explain to 
him the propositions that will come up in 
court and the propositions which he may be 
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cross-examined upon. If the doctor is not 
prepared for the things he will hear on cross- 
examination, he may destroy his effective- 
ness in the case. The trial lawyer should 
consult with the doctor before a hearing 
comes up, so that the doctor will have a 
chance to find out all the questions he can 
that both sides will ask. The doctor can 
sometimes help the lawyer by being permit- 
ted to teil the strong and weak portions 
of a case, medically, so the lawyer can play 
down or impress certain features of the case 
upon the jury. 


Consultations 


Now we come to what I think is the big- 
gest source of lack of cooperation between 
the two professions. When a consultation 
is required, arrange it at a time when the 
doctor can take the time with you and actual- 
ly help you with a lengthy consultation. 
Don’t just stop in the office and expect him 
to have time. The second thing, whenever 
you do have the consultation, expect to pay 
the doctor for that time spent. On the other 
hand, the doctor must realize that the lawyer 
is busy too and he should make every effort 
to be present at the scheduled place and be 
on time. To waste another person’s time is 
a discourteous act. 


If the case is settled or removed from the 
docket after you have had the consultation 
and told the doctor what time and where 
to be, be sure and let the doctor know. Just 
lately, after an interesting and helpful con- 
sultation, I was told to be in a certain town 
at 11:00 a.m. I was there, but a different 
trial was going on when I walked in. I went 
back over to the lawyer’s office and the law- 
yer’s secretary said: “we settled that case 
yesterday afternoon.” There I was, another 
hour and a half away from my office. 


Tell the doctor what theories you intend 
to pursue and what theories you expect to 
be confronted with. If there are medical 
terms involved, let him help you with the 
pronunciation of the word or the meaning 
of the word or the anatomy or function of 
the part of the body involved in the par- 
ticular case. Perhaps the best single thing 
to do is buy a medical dictionary, because 
that will help you pick up those words quick- 
ly and correctly. Yet, the doctor may have 
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a different feeling in mind when he uses a 


«certain set of words and you really should 


know what a doctor is going to say and mean 
before you ask him any questions in court. 


Teach the Doctor 


Doctors have to be taught a few things 
too. Most of us use too many medical words 
and too lengthy a discussion. Impress upon 
the doctor that he is there to impress the 
jury and urge that he use simple words if 
possible. If the jury does not understand 
what he has said, then his effort is wasted. 
Therefore, if the doctor comes to the stand 
knowing what he is up against and how to 
meet it, he will make a better witness for 
you, the jury is more likely to “buy” his 
testimony, and you are more likely to win 
your case. 


One of the most important and most wide- 
ly misunderstood feature of the doctor’s as- 
sociation with lawyers has to do with billing. 
The doctor should present a bill as soon as 
possible after the examination is completed 
and a report is rendered. This does not in- 
dicate that the bill should be paid at that 
time, for it is a usual practice to wait until 
a case is settled, however long it may be, 
before the medical bills are payable. 


If Case Is Settled 


On the other hand, many cases are settled 
without a trial. Whenever a case is settled, 
then that is the time to have all the bills 
immediately available, lest the judgment be 
divided and the patient gone, when a bill or 
two appears. This then leaves the lawyer 
in a bad position for he would have been 
much better off with the bills present. It 
is very difficult for a lawyer to get back 
any of the money and the claimants in gen- 
eral do not pay the doctor at all. If, at the 
end of a hearing, you say to the client, “‘you 
owe Doctor Gallagher so many dollars,” and 
expect him to come up here and pay it, he 
will not. 


Remember, that you as a lawyer have 
contracted for the medical examinations and 
evidence. You should hold back the amount 
of money to pay these medical costs yourself 
and see that they are paid. The claimants 
will not do this and we look to you for these 
payments. 
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A LAWYER’S VIEWS 


WILLIAM R. SAIED 


THERE IS considerable misunderstanding 
vetween the two professions. This is due in 
art to a lack of understanding by each of 
he other profession. 


An article appeared a short time ago in 
. metropolitan newspaper headed “Doctors 
old How to Match Tricks of Lawyers in 
Trials’ and quoted from a speech made by 
i man who is apparently a well-known, com- 
petent doctor who said that he spoke on the 
basis of “20 years” personal experience on 
the witness stand as an “expert” at the 
hands of attorneys. His talk, according to 
to the article, was entitled “When the Doc- 
tor Goes to Court.” The following was quot- 
ed in the article as being part of his speech: 


“Tf the truth was all that was sought there 
would be no need for lawyers at all. The 
opposing lawyer is in court for the sole 
purpose of making money. The lawyers’ 
business is cunning. The attorney is bluff- 
ing, from start to finish. He is the Brooklyn 
cowboy with the blank cartridges. When 
the lawyer goes into a Clarence Darrow act, 
employ trick for trick, cunning for cunning.” 


This doctor shows a definite lack of un- 
derstanding of the legal profession. He had 
had a bad courtroom experience due, no 
doubt, to a lack of cooperation on the part 
of both doctor and lawyer. Though he 
claimed to have had 20 years of experience 
on the witness stand one would hestitate to 
use him as a witness regardless of his medi- 
cal qualifications. We are fortunate, in Okla- 
homa, in having medical experts who are 
well qualified and with whom we can co- 
operate. 


Areas for Cooperation 


Cooperation between the physician and at- 
torney applies to all types of cases involving 
the medical witness, whether it be damage 
suits, compensation or criminal. Many cases 
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are lost because of the lack of preparation 
and not on the merits of the case. This is 
especially true in a case where medical evi- 
dence is of prime importance. Permit me to 
give a few useful hints on how the attorney 
and doctor should cooperate in preparing 
for trial. 


When Mr. Client walks into your office it 
is absolutely necessary that you obtain a 
true and correct history of his physical and 
mental condition and a true and correct ac- 
count of how the injuries were sustained. 
You, as the attorney, must have the true 
facts, first, to decide if you want to handle 
the case and, second, to prepare for trial if 
you accept employment. 


After getting the true facts you will be in 
a better position to select the proper doctor 
to examine the client. The attorney who 
sends all clients to the same doctor for all 
types of cases makes a mistake. A qualified 
orthopedic surgeon may be excellent in his 
field but may be inept at examining and 
testifying on internal injuries. Of course, 
there is the doctor who has an “Industrial 
Practice” and normally handles all types of 
injuries. This man is, usually, a good gen- 
eral practitioner who qualifies by experience 
for most assignments. Attorneys at times 
get judgments much less than they should 
because the plaintiff’s attorney used a phy- 
sician, qualified in one particular field, to 
testify concerning injuries completely un- 
related to his specialty. Moreover, it is well 
to remember that a good trial attorney who 
has prepared his case can discredit the best 
specialist on cross-examination if that spe- 
cialist is testifying about injuries unrelated 
to his specialty. 


The Medical Examination 


The importance of Mr. Client giving the 
doctor a complete history must be impressed 
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upon him. No doctor should be hampered 
with a false history of the accident or of 
false symptoms. Your adversary will have 
the true facts so why not beat him to the 
punch? Remember, always, that your ad- 
versary can be, and probably is, just as 
smart as you are at preparing his case. 
Never sell him short. 


After the medical examination has been 
completed it would be well for the attorney 
and the doctor to have a conference so that 
the attorney will be advised of the doctor’s 
findings. If the doctor does not have the 
time to discuss the case, then he should not 
be used. After all, this matter of cooperation 
is a two-way street. Do not under any cir- 
cumstances try to change the doctor’s opin- 
ion. One can, and in fact should, inform the 
doctor of the problem so the doctor can pre- 
pare the attorney with the proper questions 
to be asked and, also, to inform the attorney 
of the many ramifications of the medical 
side of the case so he can pick up the broken 
pieces after his adversary finishes his cross- 
examination. A doctor who will change with 
the wind can be easily discredited by the 
skillful cross-examiner, but the doctor who 
testifies as to his honest opinion will have a 
sound foundation for his beliefs and will 
weather the storm of cross-examination. 


When you receive the written report of 
the doctor, study it carefully. Here is where 
your medical dictionary and textbook of 
medicine come in handy. Every medical 
term should be checked for meaning. As in 
many English words and phrases there will 
often be a double meaning to a certain med- 
ical word. Oftentimes the best attorneys 
can be trapped by not using the dictionary. 


The attorney owes a definite duty to the 
doctor to protect him from liability. An au- 
thorization signed by your client and ad- 
dressed to the doctor (or clinic) should be 
prepared by the attorney and given to the 
doctor. With this in his files the doctor can 
discuss the case freely with you. 


When Can a Doctor Tell? 


A doctor has three things to think about 
before he gives out any information and the 
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attorney should know what they are. One, 
when may he tell; Two, when should he tell; 
and Three, when must he tell. This covers a 
lot of ground, however, the answers can be 
briefly stated thus: One, he may tell when 
he has authorization from his patient but 
only to the person, or persons, authorized 
to receive the information; two, he should 
tell when the life of the patient is endan- 
gered or when the health or life of the pa- 
tient depends on others, but only to those 
persons affected (usually the family) or 
who can help, and three, he must tell in all 
cases where a crime has been committed or 
one is suspected, such as bullet wounds. 


Hippocrates’ Oath, on which medical ethics 
are founded, contains the following: 


“‘Whatsoever things I see or hear concern- 
ing the life of men, in my attendance on the 
sick or even apart therefrom, which ought 
not to be noised abroad, I will keep silence 
thereon, counting such things to be sacred 
secrets.” 


In the Principles of Medical Ethics of the 
American Medical Association are the fol- 
lowing: 


“The confidences . . . should be held as a 
trust and should never be revealed except 
when imperatively required by the laws of 
the State.” 


In the Canons of Professional Ethics 
adopted by the American Bar Association 
we find that “It is the duty of a lawyer to 
preserve his client’s confidences.” In both 
professions there is a duty to keep the con- 
fidences of the client or patient; however, 
since both are working toward the same end 
then they must work together. 


Cross-Examination 


In the actual trial of a case the attorney 
can, usually, question his own doctor prop- 
erly after proper preparation and consulta- 
tion. But what about cross-examination of 
the medical expert. Of course the cardinal 
rule is: “Don’t cross-examine!” But some- 
times it is necessary to do so. Here again, 
the pre-trial conference with the doctor is 
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important because he can advise you of the 
many ramifications which could arise and 
help you prepare for cross-examination. If 
you don’t know how the witness will answer 
your questions when cross-examination is 
dangerous. Some attorneys have won cases, 
not on their own presentation of facts, but 
on the cross-examination of their adversary. 


In this connection you should know as 
much about the doctor you are about to 
cross-examine as you can learn. His quali- 
fications, personality, integrity, etc. Is he a 
professional testifier? Oftentimes one can 
know in advance what the doctor will testify 
to before he takes the stand. In the trial of 
one industrial death claim involving $13,- 
500.00 or nothing, for example, the claim- 
ant’s attorney put a highly competent heart 
specialist on the stand and made a rather 
substantial case for the claimant. The doc- 
tor’s qualifications were known and, among 
other things, it was known that he belonged 
to a small, select organization of heart spe- 
cialists. The doctor had to be a man of un- 
questioned integrity and well qualified to be 
a member of this group. By a few simple 
questions prepared in advance by another 
heart specialist, the adversary turned this 
witness into a good witness for his case and 
consequently won. The doctor’s excellent 
qualifications, incidentally, were brought out 
on cross-examination. 


Fees 


No talk on the cooperation between the 
attorney and physician would be complete 
without a discussion of fees. Fees naturally, 
cause misunderstanding. The doctor ex- 
amines your client for only one reason—to 
make a living for his family. Talk to your 
doctor about the fee before you ever send 
the client to be examined, however, do not 
expect him to give you a definite figure. As 
lawyers, we know it is difficult always to 
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set a fee and say “this is it.” If required to 
state a definite amount it may be high to 
cover any possible special examination which 
may arise. The doctor can, and should, give 
figures within certain limits to cover cost 
of special x-rays or laboratory work. 


Unlike lawyers, who must wait until the 
case is completed and judgment paid, the 
doctor expects his bill paid the first of the 
month. Most doctors, however, who do much 
medical-legal practice understand the situa- 
tion and are willing to wait a reasonable 
length of time to be paid and often, even 
until the case is completed. You should dis- 
cuss with the doctor and have a definite 
agreement as to the manner of paying fees. 


The doctor always holds the attorney re- 
sponsible for payment of his bill, and rightly 
so. It is with the lawyer he contracted for 
the examination not the client. The doctor 
should send you a statement immediately 
after the examination or treatment so you 
will have it in your file. Thus, when you 
settle the case and give the client his money 
you will have the statement before you and 
can make the proper deduction to pay the 
doctor. Never let the client pay the doctor. 
This responsibility lies with the attorney. If 
the client should not pay the medical bill 
you are stuck with it, and we all know Mr. 
Client will not pay back anything to the 
lawyer. 


Both law and medicine require years of 
study. The two professions are in no way 
similar. You be the lawyer, let the doctor 
be the doctor. Do not tell him how to run 
his business and do not permit him to tell 
you how to run yours. In both professions 
a service is being rendered to Mr. Client and 
for that service both attorney and physician 
expect to be paid. 


—Reprinted through the permission of The 
Journal of the Oklahoma Bar Association. 
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Clinton Gallaher, M.D., Speaker of the House, presides at the Sunday afternoon session of the House of 
Delegates. 


Proceedings of the 53rd Annual Session of the House of Delegates of the 
Oklahoma State Medical Association, April 19, 1959 


OPENING SESSION 


Sergeants at Arms 


The 53rd Annual Session of the House of Delegates William W. Cotton, M.D., Poteau 
of the Oklahoma State Medical Association was called Paul Kernek, M.D., Holdenville 
to order at 10:00 a.m., Sunday, April 19, 1959, in the 
Emerald Room of the Mayo Hotel, Tulsa, Oklahoma, Tellers 
by the Speaker of the House of Delegates, Clinton C. C. Young, M.D., Shawnee 
Gallaher, M.D., Shawnee. M. E. Robberson, M.D., Wynnewood 
Doctor Charles E. Green, Lawton, gave the invo- Lynn Harrison, M.D., Oklahoma City 
cation. T. E. Rhea, M.D., Idabel 
The Speaker announced the appointment of the fol- Constitution and By-Laws 
lowing working committees of the House of Delegates: William T. Gill, M.D., Ada (Chairman) 


Credentials Committee 


C. Riley Strong, M.D., El Reno (Chairman) 
Hugh Perry, M.D., 222 E. 5th, Tulsa 
Ollie McBride, M.D., Ada 


Resolutions Committee 


C. M. Hodgson, M.D., Kingfisher (Chairman) 
Mark R. Johnson, M.D., Oklahoma City 

J. W. Murphree, M.D., Ponca City 

Charles E. Wilbanks, M.D., Tulsa 

Kenneth L. Wright, M.D., Ardmore 

Ross Deputy, M.D., Clinton 


400 


Marshall O. Hart, M.D., Tulsa 
Vernon D. Cushing, M.D., Oklahoma City 


Parliamentarian 
William T.. Gill, M.D., Ada 


Doctor Gallaher announced that Doctor Gunnar 
Gundersen, President of the American Medical Asso- 
ciation was going to address the group during the 
opening session; and would be present as soon as 
his appearance before the Medical Assistants’ Group 
was completed. 


(Continued on Page 413) 
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Oklahoman to Serve on 
White House Conference Committee 


Hayden H. Donahue, M.D., Director of 
Mental Health for Oklahoma and chairman 
of the Oklahoma State Medical Association’s 
Committee on Aging, has been named by the 
Secretary of Health Education and Welfare, 
Arthur S. Flemming, to serve on the Na- 
tional Advisory Committee for the White 
House Conference on Aging. As a member 
of the committee, he will assist in formu- 
lating plans for the conduct of the national 
meeting. 


The conference, which will be held in 
Washington in January, 1961, resulted from 
an act of Congress which was signed by the 
President on September 2, 1958. In its dec- 
laration of policy, the act admits that pri- 
mary responsibility for meeting the chal- 
lenge and problems of aging is that of 
states and communities, but further states 
that all levels of government must share the 
responsibility. Under the provisions of the 
act, Congress will work jointly with the 
states to develop recommendations and plans 
for action which will serve the purpose of: 


1. Assuring middle-aged and older per- 
sons equal opportunity with others to en- 
gage in gainful employment which they 
are capable of performing, thereby gain- 
ing for our economy the benefits of their 
skills, experience, and productive capac- 
ities. 


2. Enabling retired persons to enjoy 
incomes sufficient for health and for par- 
ticipation in family and community life 
as self-respecting citizens. 


3. Providing housing suited to the 
needs of older persons and at prices they 
can afford to pay. 


4. Assisting middle-aged and older 
persons to make the preparation, develop 
skills and interests, and find social con- 
tacts which will make the gift of added 
years of life a period of reward and sat- 
isfaction and avoid unnecessary social 
costs of premature deterioration and dis- 
ability. 
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5. Stepping up research designed to 
relieve old age of its burdens of sickness, 
mental breakdown, and social ostracism. 


The Congress has stated the intention that 
all programs developed during the confer- 
ence would place emphasis upon the right 
and obligation of older persons to free choice 
and self-help in planning their own futures. 


Turner Takes Top Post 
In Nuclear Society 


Henry H. Turner, M.D., was installed as 
President of the National Society of Nuclear 
Medicine during ceremonies held June 19 


at the Palmer House, Chicago. Doctor 
Turner was elected to the office of Presi- 
dent-Elect last spring at the society’s annual 
meeting in Los Angeles. In addition to tak- 
ing the reins of the group, he was also a 
program participant. 


As President of the group, he will head a 
world-wide membership of over 1,200 phy- 
sicians, dentists, engineers and scientists 
who represent all areas of the United States 
as well as eight foreign countries. The pur- 
pose of the organization is to develop and 
exchange scientific information in the field 
of nuclear medicine and to promote research 
and clarify understanding of related prob- 
lems. 


Well-known in organized medicine, Doctor 
Turner’s leadership ability has often been 
recognized by other scientific groups. A 
former president of the Oklahoma State 
Medical Association, he is currently serv- 
ing as Secretary-Treasurer of the American 
Endocrine Society and as Associate Editor 
of the Cyclopedia of Medicine, in charge of 
endocrinology. In 1960, he will attend the 
Inetrational Congress of Endocrinology, 
Copenhagen, where he will function as a 
member of the Financial Committee. 


Among past honors, Doctor Turner is a 
former member of the Council of the South- 
ern Medical Association and has held the 
presidency of the American Therapeutic So- 
ciety and the vice-presidency of the Ameri- 
can Goiter Society. 
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National SAMA 


Two of the newly elected officers of the National 
SAMA are pictured above. Mrs. W. Stanley Muenzler 
is the Auxiliary President and William R. Kirkham, 
Ph.D., will be President for the coming year. 


Delegates from the University of Okla- 
homa Medical School chapter of the Student 
American Medical Association and Auxili- 
ary captured the two top national SAMA 
offices at the ninth annual meeting April 
30-May 3 in Chicago. 


William R. Kirkham, Ph.D., a third year 
medical student from Stillwater, was elected 
SAMA president. Mrs. W. Stanley Muenzler, 
whose husband also is a junior student, was 
named auxiliary chief. Both took office at 
the close of the session. 


In addition, Mrs. Rex T. Baggett, wife of 
a first year student, won a regional director 
post. The Muenzlers and the Baggetts are 
from Oklahoma City. Mrs. Muenzler is an 
elementary teacher in the Oklahoma City 
public schools. 


The new SAMA president received his 
Ph.D. in biochemistry at the University of 
Missouri in 1952. He taught biochemistry 
at Oklahoma State University for two years 
before enrolling in medical school. 


Doctor Kirkham served as national treas- 
urer last year. Another Oklahoma delegate 
who held national office last year was Ed- 
ward N. Brandt Jr., junior from Marietta, 
who was chairman of the Committee on 
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Graduate Education. 


Eight students and three auxiliary mem- 
bers represented the OU chapter at the Chi- 
cago sessions. The size of the Oklahoma 
delegation reflects an upsurge of interest 
here in SAMA activities. The chapter dis- 
tributes administrative duties among all 
classes, thus encouraging students to con- 
tinue active participation throughout their 
medical schooling, Melvyn L. Brill, new 
chapter president, explained. 


Brill said it was decided in open commit- 
tee meeting that the function or role of 
SAMA—should it be a professional service 
or a student government organization ?— 
should be left to the local chapter. 


OU’s chapter considers its function to be 
strictly one of professional service, “‘intro- 
ducing students to the problems of organized 
medicine,” Brill said. 


Brill is a sophomore from Lawton. Others 
attending the meeting were: Herschel L. 
Douglas, junior from Sulphur and immediate 
past president of the chapter; Baggett, vice- 
president; Bob Eaton, third vear student 
from Weatherford and new secretary-treas- 
urer; James Funnell, junior from San Di- 
ego; Jerry B. Blankenship, freshman from 
Frederick; and Mrs. Douglas. 


Another Oklahoman present was Mrs. 
Troy Bohannon, Tulsa, wife of a Hillcrest 
Hospital intern and member of the Hillcrest 
auxiliary. 


Radiological Society 
Elects Officers 


The Oklahoma State Radiological Society 
met in Tulsa on April 19, 1959 at the Mayo 
Hotel. Guest speaker for the meeting was 
Doc C. Weir, M.D., Associate Professor of 
Radiology, St. Louis University School of 
Medicine, whose topic was Injuries of the 
Cervical Spine. Following his presentation, 
there was a film reading session. 


Newly elected officers for the group are: 
EK. H. Kalmon, M.D., Oklahoma City, Presi- 
dent; J. R. Danstrom, M.D., Oklahoma City, 
Vice-President; J. Murphree, M.D., Ponca 
City, Secretary and V. M. Lockard, M.D., 
Bartlesville, Treasurer. 
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State Science Academy Receives 
$30,600 Grant to Aid Education 


Oklahoma’s grass-roots program to im- 
prove science education through community 
action groups received a substantial boost 
recently with the announcement at the an- 
nual spring meeting of the Oklahoma Acad- 
emy of Science at Camp Egan near Tahle- 
quah of a $30,600 grant from the National 
Science Foundation in Washington. 


Official news of the grant came in a letter 
from Dr. Alan T. Waterman, NSF director, 
to Doctor Elmer L. Lucas, president and 
Doctor J. Teague Self, permanent secretary, 
of the Oklahoma Academy. Both are Uni- 
versity of Oklahoma faculty members. 


The Academy, as a coordinating agency, 
was joined in applying for the grant by the 
Oklahoma State Medical Association, the 
Oklahoma Society of Professional Engineers, 
the Oklahoma State Regents for Higher Edu- 
cation, and the Frontiers of Science Foun- 
dation of Oklahoma, Inc., with the support 
of 12 state colleges and universities. 


The funds from the national foundation 
will support a year-long project to provide 
consultative service to community action 
groups in cities throughout the state in 
evaluating and strengthening education in 
science and mathematics in their local 
schools and through adult education and 
community-wide activities. 


Application was made to the National Sci- 
ence Foundation for support funds by the 
Academy in February following its partici- 
pation with the Frontiers of Science Foun- 
dation in its “Science Joins the 3 R’s” pro- 
gram earlier this year. 


Under the terms of the grant, consulta- 
tive service by qualified professional scien- 
tists and engineers from colleges and uni- 
versities in Oklahoma and from throughout 
the nation, as well as from business and in- 
dustry, will be made available to cities who 
request it. 


The program will be under the direction 
of Doctor Self, and will be administered in 
cooperation with, and through the offices of, 
the Frontiers of Science Foundation of Okla- 
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home, Inc., in Oklahoma City. A field sec- 
retary will be appointed soon. 


Selection of consulting scientists will be 
made by the Field Secretary and a steering 
committee in collaboration with an advisory 
committee. 


Members of the steering committee in- 
clude Doctor Self, Richard Graham, execu- 
tive secretary of the Oklahoma Medical As- 
sociation; M. A. Woodbury, executive secre- 
tary of the Oklahoma Society of Profession- 
al Engineers; Doctor James G. Harlow, ex- 
ecutive vice-president of the Frontiers of 
Science Foundation and Thomas G. Sexton, 
administrative assistant to the Oklahoma 
State Regents for Higher Education. 


The advisory committee includes, in addi- 
tion to members of the steering committee, 
Doctor Ernest M. Hodnett, Doctor Roy W. 
Jones, Doctor David B. Kitts, Doctor Elroy 
L. Rice and Doctor Lucas. 


The 12 cooperating colleges will make 
available equipment essential to the success- 
ful operation of the program, and along with 
the medical association and the professional 
engineers will lend technical services neces- 
sary to the organization and operation of 
the consultative service. 


Colleges participating include Central 
State College, Edmond; East Central State 
College, Ada; Northwestern State College, 
Alva; Northeasten State College, Tahlequah; 
Oklahoma Baptist University, Shawnee; 
Panhandle A. & M. College, Goodwell; South- 
eastern State College, Durant; Southwestern 
State College, Weatherford; Phillips Uni- 
versity, Enid; Tulsa University; Oklahoma 
State University and the University of Okla- 
homa. 


The community action program was 
launched by the Frontiers of Science Foun- 
dation at a state-wide symposium in Janu- 
ary titled “Closing the Gap in Education.” 
This meeting stressed new targets for educa- 
tion, descriptions of some of the gaps in 
education, and mobilizing community re- 
sources for closing the gaps. 


More than 900 persons representing 92 
cities and towns attended. To date more 
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than 125 communities have expressed inter- 
est in developing local action groups, more 
than 80 of which are expected to be organ- 
ized and operating before the end of the 
summer. 


Community groups may work on school 
programs, adult programs, or community- 
wide programs. Success of the activity in 
each town will be greatly accelerated through 
the on-the-spot detailed and competent con- 
sultative services which will be available 
under the support grant without cost to the 
individual community. 


Organization of action groups under the 
framework of the Frontiers of Science Foun- 
dation program, is through individual lead- 
ers concerned with education and community 
improvement in the various cities. These 
include bankers, school superintendents, 
chamber of commerce officials, physicians 
and dentists, engineers, newspaper editors, 
P-TA officers and members, school board 
members and other civic leaders. 


Doctor Self emphasized that cities desir- 
ing to obtain the top-flight professional con- 
sultative services must organize their own 
groups and request aid in analyzing, evalu- 
ating and arriving at solutions to their local 
problems. 


“This is one of the most forward looking 
programs in the nation,’ Doctor Self said, 
“and it puts Oklahoma in a splendid position 
to achieve significant results by attacking 
problems in our educational structure at the 
level where citizens can be most effective— 
at home. 


“We are grateful that the National Sci- 
ence Foundation shares the enthusiasm of 
the Oklahoma Academy of Science and the 
other participating agencies who joined in 
applying for this grant. The expert assist- 
ance we will be able to provide under the 
terms of this grant will make the program 
meaningful and fruitful.” 


Doctor Self said that community action 
groups desiring advice and counsel should 
apply through the Frontiers of Science 
Foundation office, 1201 Republic Building, 
Oklahoma City. 
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Army Reserve Hospital 


* Activated in Oklahoma 





Colonel Robert Johnson, Chief of the Oklahoma Mili- 
tary District, pictured right, is shown presenting ac- 
tivation orders for Oklahoma’s first U.S. Army Re- 
serve Hospital to Colonel Hervey A. Foerster, M.C. 


Oklahoma’s first U. S. Army Reserve Hos- 
pital was activated April 1, 1959, when 
Colonel Robert Johnson, Chief of the Okla- 
homa Military District, presented the activa- 
tion orders to Colonel Hervey A. Foerster, 
M.C. This unit, the 44th Evacuation Hos- 
pital, is a 400 bed, tent hospital and will con- 
sist of 32 officers, 30 nurses and four war- 
rant officers and 152 enlisted men. 

At the present time there are 18 medical 
officers, five nurses and four warrant of- 
ficers and 102 enlisted men. The unit meets 
each Wednesday night at the U. S. Army 
Reserve Armory at 36th and Eastern. Sev- 
eral doctors living outside of Oklahoma City 
belong to the unit and attend drill sessions 
at their home cities. 

There are openings in the unit for a num- 
ber of reserve nurses and medical officers. 
The unit will train this summer at Fort 
Hood, Texas. 

Colonel Foerster has been a reserve of- 
ficer for 32 years and is Clinical Professor 
of Dermatology at the University of Okla- 
homa. At the organizational ceremony, a 
congratulatory telegram from Doctor E. C. 
Mohler, President of the Oklahoma State 
Medical Association, was read and Doctor 
C. M. Bielstein, President of the Oklahoma 
County Medical Society, attended. Also 
present were representatives of the Cham- 
ber of Commerce, Oklahoma County Red 
Cross Chapter and other dignitaries. 
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L. J. Spickard, M.D., Honored 


L. J. Spickard, M.D. (third from the left), a practicing physician in Okemah since 


1922, was recently honored by his fellow-physicians for a half-century of work in the medi- 


cal profession. Looking on as Dick Graham, Executive Secretary, Oklahoma State Medi- 





Urological Association 
Offers Essay Prizes 


The American Urological! Association is 
offering an annual award of $1000 (first 
prize of $500, second prize $300 and third 
prize $200) for essays on the result of some 
clinical or laboratory research in Urology. 
Competition is limited to Urologists who 
have been graduated not more than ten 
years, and to hospital internes and residents 
doing research work in Urology. 


The first prize essay will appear on the 
program of the forthcoming meeting of the 
American Urological Association, to be held 
at the Palmer House, Chicago, Illinois, May 
16-19, 1960. 


For details concerning the contest, write 
to Executive Secretary, William P. Didusch, 
1120 North Charles Street, Baltimore, Mary- 
land. Essays must be sent to the secretary 
before December 1, 1959. 
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cal Association, pins a Fifty-Year Pin on 
Doctor Spickard’s lapel are William Haynes, 
M.D. (left), President of the Okmulgee 
County Medical Society and M. L. Whitney, 
M.D., President of the Okfuskee County 
Medical Society. 


The presentation was made to Doctor 
Spickard during a joint meeting of the Ok- 
mulgee and Okfuskee County Societies held 


in Okmulgee. Eleven members of the two 
societies attended the meeting and special 
guests were William Pratt, M.D., C. H. Day, 
M.D., and H. A. Vinson, M.D., all of Tulsa. 


Born in Kentucky in 1882, Doctor Spick- 
ard graduated from the University of Louis- 
ville in 1908. He entered practice in Louis- 
ville and remained there until 1922 when 
he moved to Okemah to establish his home 
and practice. 
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Merrifield Doctors Center 


The new Merrifield Doctors Center, 111 
Patton Drive, Ponca City, was formally 
opened April 5, 1959. Opening offices in 
the new center were V. C. Merrifield, M.D., 
L. L. Merrifield, D.D.S., owners of the build- 
ing, John Berry Gilbert, M.D., John W. 
Burrow, D.D.S., and Jimmie Fuller, D.D.S. 


Situated on a one and one-half acre tract, 
the split-level, masonry building was de- 
signed so that patients can park on the same 
level as the offices. Of contemporary-Span- 
ish architecture, the structure has approxi- 
mately 7,800 square feet of floor space. Red 
velour brick is the principal building ma- 
terial. The face of the building has orna- 
mental areas on either side, backed by a 
glass wall. 


All offices contain modernistic furnish- 
ings and interior decorations. Heavily- 
traveled areas of the floor are all of pre- 
cast Terrazo stone from Mexico. The center 
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Opened in Ponca City 


is equipped for high fidelity music and is 
completely air-conditioned. 


Each physician has his own lounge, busi- 
ness office, private office and nurse’s sta- 
tion. Treatment rooms, recovery rooms, 
x-ray and laboratory facilities will be used 
jointly. 


The orthodontic, suite, occupied by Doc- 
tor Laverne Merrifield, has a business of- 
fice, laboratory and three treatment rooms, 
one of which overlooks an enclosed garden. 


Other dental suites contain a private of- 
fice, laboratory, reception room, business 
office and three operating rooms for each 
dentist. 


Architects for the building were Caudill, 
Rowlett and Scott and Associates, Oklahoma 
City. Building contactor was the Tatge Con- 
struction Company of Norman. 
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Bool Modine 


fHE CEREBROSPINAL FLUID: PRODUCTION, CIR- 

CULATION AND ABSORPTION: Ciba Foundation 
Symposium, G. E. W. Wolstenholme and C. M. 
O’Connors, Editors; Little, Brown and Company, 
Boston, 1958, pg. 336. Price $9.00. 





This Ciba Symposium records the pro- 
ceedings of a meeting conducted in London 
in May 1957 to discuss the cerebrospinal 
fluid. Twenty-five well-known investigators 
participated in this symposium. 


The presentations may be grouped into 
the fields of anatomy, physiology and clinical 
medicine. Those relating to anatomy are 
comprehensive and discuss in fine detail the 
embryology and developmental relationships, 
the structure and function of the arachnoid 
granulation, the chorid plexus. The results 
of studies of the chorid plexus by electron 
microscopy are particularly good and are 
well illustrated with excellent photographs. 
The portions concerning the physiology of 
the spinal fluid do not measure up to those 
of the other two fields. One gets the impres- 
sion that comparatively few advances, de- 
spite the advent of isotopic techniques, have 
been made since the fundamental studies of 
Weed in this field. The section concerning 
spinal fluid barriers in bilirubinemia is par- 
ticularly timely, however. 


The several papers relating to the clinical 
aspects of spinal fluid physiology are quite 
pertinent and provide valuable information 
concerning the clinical physiology and ab- 
normalities of the spinal fluid in pathological 
states. Possible mechanisms of hydroce- 
phalus and problems of experimental spinal 
anesthesia are well covered. 


The value of the book is enhanced by the 
inclusions of a discussion section at the end 
of each chapter. This publication represents 
a comprehensive compilation of basic facts 
concerning the cerebrospinal fluid. It can 
be recommended as a reference work for 
anyone interested in any of the many aspects 
of this subject.—Harris D. Riley, J7., M.D. 
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Coming Meetings 


Oklahoma Chapter 
AMERICAN ACADEMY OF GENERAL PRACTICE 
September 13, 1959 Lake Murray Lodge 
Ardmore, Oklahoma 


The Sixth Annual Meeting of the Red River Valley 
Section, Oklahoma Chapter, American Academy of 
General Practice, will be held at Lake Murray Lodge, 
Ardmore, September 13, 1959. Participants will re- 
ceive four hours credit, Category 1. For further de- 
tails, write to Roger Reid, M.D., 1001 15th, N.W., 
Ardmore, Oklahoma. 


OKLAHOMA ACADEMY OF GENERAL PRACTICE SYMPOSIUM 
October 2, 1959 Skirvin Hotel 
Oklahoma City 


The Oklahoma Academy of General Practice, the 
University of Oklahoma Medical Center and Lederle 
Laboratories will present a Symposium on ‘Medical 
and Surgical Problems in the Senior Citizen,’’ to be 
held October 2, 1959 in the Skirvin Hotel, Oklahoma 
City. Further information may be obtained by writ- 
ing to Nolen Armstrong, M.D., President, Oklahoma 
City District, A.A.G.P., 2925 N.W. 50th, Oklahoma City, 
Oklahoma. 


13th ANNUAL 
ROCKY MOUNTAIN CANCER CONFERENCE 
July 22-23, 1959 Brown Palace Hotel 


Denver, Colorado 


The Rocky Mountain Cancer Conference will be 
held at the air conditioned Brown Palace Hotel in 
Denver, July 22 and 23, 1959. Further information 
concerning the program and reservations may be 
obtained from Rocky Mountain Cancer Conference, 835 
Republic Building, Denver 2, Colorado. 


24th Annual Congress 
INTERNATIONAL COLLEGE OF SURGEONS 
September 13-17, 1959 Chicago 


The 24th Annual Congress of the North American 
Federation, International College of Surgeons, will be 
held in Chicago, September 13-17. The federation is 
composed of the United States, Canadian, Mexican, 
and Central American Sections. For information, 
write to the Secretariat, International College of Sur- 
geons, 1516 Lake Shore Drive, Chicago 10. 








Articles published in 7'he Journal of the 
Oklahoma State Medical Association June, 
1934. 


Pediatrics of the Future 
Carroll M. Pounders, M.D., Oklahoma City 


In the tendency towards socialization of medicine, 
pediatrics has gone farther than any other branch. 
The various child health centers, well baby clinics, 
child guidance clinics and such-like, have taken care 
of a large volume of the work. Philanthropists and 
legislators have tried to outdo each other in the in- 
terest of the child. The wholesale free immunization 
of children against communicable diseases has made 
great inroads into our work. Through our educational 
campaigns enough knowledge about preventive pedi- 
atrics, infant feeding and immunization against con- 
tagion has been disseminated among the profession 
generally, so that they have come to feel more able 
to take care of their own pediatrics. Consultations 
are much fewer than formerly. The obstetricians con- 
tinue to look after their babies in many instances. 
These and many other factors have contributed to 
considerable change in the status of the pediatrician. 
One hears little that is optimistic but much of pes- 
simism among his colleagues in this work. 


Now, is this atmosphere of gloom and pessimisim 
justified? Is there no longer any need for specialists 
in pediatrics? Is not our existence justified by our 
past accomplishments? I believe that there is just 
as great a field for the pediatrician today as there 
has ever been; in fact, much greater. I believe that 
we can generally blame ourselves for not keeping 
in step with changing conditions and making our 
services available to more people. We must become 
specialists in pediatrics and not in the diseases of 
children. We can no longer justify our existence by 
simply trying to apply the practice of adult medicine 
to infancy and childhood. One does not have to be 
extraordinarily observing to see that there has been 
a great change in the type of service required of us 
today. While such common worries as summer 
diarrhea, pneumonia, pyelitis, upper respiratory in- 
fections and the like are still with us and probably 
will continue to be as long as we practice medicine, 
still they play no such prominent parts in our daily 
routine as they once did. Today our job consists more 
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HA. ave You Ht adel 


On May 12, GERALD ROGERS, M.D., was 
guest speaker for the Annual Lecture and 
Formal Dinner of the Los Angeles County 
Obstetrical and Gynecological Society. Top- 
ic for Doctor Roger’s lecture was “Twenty- 
Five Consecutive Cures of Post-operative 
Vesicovaginal Fistulae.” During the meeting 
Doctor Rogers was elected an Honorary Fel- 
low of the Society. 


G. R. RUSSELL, M.D., Tulsa, has been ap- 
pointed a member of the Health Scholarship 
Committee of the National Foundation. 


At its April 19 Annual Meeting, the Okla- 
homa Chapter of the American Psychiatric 
Association elected GEORGE GUTHREY, M.D. 
to the presidency and named HAYDEN H. 
DONAHUE, M.D. as president-elect and JAY 
T. SHURLEY, M.D. as secretary-treasurer. 


in supervising the feeding during the first few years 
so as to produce the best possible physical growth 
and development; of the application of the means 
which are at our disposal for preventing infectious 
diseases; and of the guiding and assisting parents in 
bringing up children according to the best principles 
of mental hygiene so that they will be efficient mem- 
bers of society. The thing which I mentioned last is 
today by far the most important of all. We have been 
doing a fairly satisfactory job in the field of nutrition. 
Most of our infants are much above the standard 
tables for height and weight that were put out a few 
years ago. We have almost eliminated diphtheria and 
some of the other dread diseases—(although one must 
admit that there is much more to be done yet in the 
field of preventive medicine). But we must confess 
that our accomplishments in the field of mental 
hygiene up to now are nothing to stir our pride. 
Children are growing up with all sorts of abnormal 
mental reactions and mal-adjustments that make it 
impossible for them to fit properly into the com- 
munity and become happy, efficient members of 
society. That is our problem, and it is our job to 
set about -eorrecting such a situation. It is far from 
simple and easy, but we cannot possibly shirk or 
sidestep it if we are going to continue to justify our 
existence as specialists in a particular branch of 
medicine. 
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Auxiliary ews 


Fifty-Third Year of Auxiliary 


With the Post-Convention School of In- 
struction on Tuesday, April 21st, 1959, we 
are entering our fifty-third year of Aux- 
iliary activities. It brings with it the satis- 
faction of the privilege of being a doctor’s 
wife. She is among the most fortunate of 
women because she shares in the life and 
work of a man who is motivated by the 
highest ideals. She is in the heart of each 
family at the beginning of life and at the 
passing. She, indeed, is privileged! Our 
past presidents, officers and committee 
chairmen have worked together faithfully 
and untiringly to achieve the fine accom- 
plishments our State Medical Auxiliary 
represents today. To all of them—we pay a 
special tribute. 


Service to the Community 


One of the first objects for which the 
Woman’s Auxiliary was organized was to 
assist the American Medical Association in 
its program for the advancement of medi- 
cine and public health education. Again this 
year in our Auxiliary program, emphasis 
will be placed on Community Service, Para- 
medical Careers Recruitment, American 
Medical Education Foundation and Health 
care of the aged. Of course our program 
can all be interpreted as service to the com- 
munity as we strive to better the health of 
all. Mrs. Frank Gastineau, President, Wo- 
man’s Auxiliary to the American Medical 
Association, says “Our goals can be reached 
if we are willing to accept Individual Re- 
sponsibility for Better Community Health.” 


New Officers 


The new state officers of the Woman’s 
Auxiliary are: President, Mrs. Clifford M. 
Bassett, Cushing; President-Elect, Mrs. Vir- 
gil Ray Forester, Oklahoma City; First 
Vice-President, Mrs. T. A. Ragan, Norman; 
Second Vice-President, Mrs. Milton L. Berg, 
Tulsa; Secretary, Mrs. Charles W. Freeman, 
Oklahoma City; Treasurer, Mrs. John W. 
Records, Oklahoma City; Corresponding 
Secretary, Mrs. Louis S. Frank, Oklahoma 
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City; Parliamentarian, Mrs. Iron Haw- 
thorne Nelson, Tulsa; Historian, Mrs. George 
H. Garrison, Oklahoma City; and Editor of 
The Sooner Physician’s Wife, Mrs. Samuel T. 
Moore, Oklahoma City. Our new Medical 
Advisory Council: E. C. Mohler, M.D., Pon- 
ca City; R. Q. Goodwin, M.D., Oklahoma 
City and Iron Hawthorne Nelson, M.D., 
Tulsa. 


Auxiliary Skit Shared 


We were pleased to share our Oklahoma 
skit, “SHAPE, LOOK AND LINE,” writ- 
ten for our 1959 School of Instruction with 
the Woman’s Auxiliary to the Ohio State 
Medical Association. Our skit was present- 
ed this year at their Annual Meeting on 
Wednesday, April 22nd. Oklahoma was 
given full credit both in the Ohio Medical 
Auxiliary News and on their Convention 
Program. 


1959 National Convention 


The thirty-sixth annual convention of the 
Woman’s Auxiliary to the American Med- 
ical Association was held in Atlantic City, 
New Jersey June 8 to 12, 1959, with head- 
quarters at Hotel Haddon Hall. National 
committee meetings were held Saturday and 
Sunday, June 6 and 7. The Registration 
started on Sunday, June 7, at twelve o’clock 
and continued through Thursday, June 11th. 
On Friday, June the 12th the members of 
the 1959-60 team met together to plan the 
new year’s work. Here each president re- 
ceived her new Auxiliary Work Book and 
heard each national chairman give a brief 
outline of her plans and goals for the com- 
ing year. Representation by the states at 
the National Convention is now based on a 
ratio of one delegate for each 300 members 
or major fraction thereof, rather than the 
old ratio of one delegate for each hundred. 
Oklahoma Auxiliary has 1146 paid current 
national members, entitling us to four dele- 
gates and four alternates. Mrs. Clifford M. 
Bassett, State Auxiliary President, served 
as Coordinator for the National Round 
Table Discussion at the convention. 








FRED A. HuDSON, M.D. 
1884-1959 


Fred A. Hudson, M.D., 74-year-old Enid 
physician, died May 17, 1959. 


A native of Lincoln, Illinois, Doctor Hud- 
son graduated from Northwestern Univer- 
sity Medical School in 1907, moving to Enid 
in 1909. 


Doctor Hudson founded and built the first 
Enid General Hospital in 1910. He was a 
member of the Southern Medical Associa- 
tion, the Academy of International Medi- 
cine, the Southwestern Surgical Congress 
and Alpha Omega Alpha. 


In 1956 Doctor Hudson was honored for 
his years of service to the medical profes- 
sion when the Oklahoma State Medical As- 
sociation presented him with an Honorary 
Membership. 


JOSEPH M. POSTELLE, M.D. 
1865-1959 


Joseph M. Postelle, 94-year-old pioneer 
Oklahoma City physician, died in Houston, 
Texas, May 14, 1959. 


Born in Indiana in 1865, Doctor Postelle 
graduated from University of Maryland 
School of Medicine in 1894. He entered 
practice in Oklahoma City in 1900 where he 
remained until his retirement in 1950. 


In 1944 Doctor Postelle was honored for 
his years of service to the medical profes- 
sion when the Oklahoma State Medical As- 
sociation presented him with an Honorary- 
Life Membership. A Fifty-Year Pin, rep- 
resenting his fifty years of practice in Okla- 
homa, was presented to Doctor Postelle in 
1948 by the state association. 


RALPH HUBBARD, M.D. 
1908-1959 


Ralph Hubbard, M.D., 51-year-old Okla- 
homa City physician, died on May 19, 1959. 
Born in St. Joseph, Missouri in 1908, Doc- 
tor Hubbard graduated from the University 
of Oklahoma School of Medicine in 1932. 
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Doctor Hubbard had been associated with 
his father, the late John C. Hubbard, M.D., 
and his two brothers, John R. Hubbard, 
M.D., and William E. Hubbard, M.D., in the 
operation of the Hubbard Hospital except 
for the time which he served in the army 
during World War II when he was captured 
on Bataan and was held a prisoner of war 
for 32 months. He was later awarded the 
Distinguished Service Cross. 


Doctor Hubbard was a member of the 
Oklahoma State Medical Association and 
the American Medical Association. 


GEORGE ADRIAN WILEY, M.D. 
1904-1959 


George Adrian Wiley, M.D., Norman phy- 
sician, died April 27, 1959. 

Born in Granite in 1904, Doctor Wiley 
later graduated from Northwestern Uni- 
versity Medical School in 1933. After prac- 
ticing for a while in Oklahoma City, he 
moved to Norman, taking over the practice 
of his father, the late G. W. Wiley, M.D. 

In addition to being Associate Professor 
of Ophthalomology at the University of Okla- 
home School of Medicine, Doctor Wiley was 
a member of the American Academy of 
Ophthalmology and Otolaryngology, the Pan- 
American Association of Ophthalmology and 
the Association of American Medical Col- 
leges. 


JOSEPH DUNN MCGOVERN, M.D. 
1886-1959 


Joseph Dunn McGovern, M.D., Wewoka 
physician, died May 19, 1959. 

Born in Ackerman, Mississippi, May 16, 
1886, Doctor McGovern graduated from Ten- 
nessee University Medical School in 1910. 

Entering practice in Farrell, Mississippi, 
he came to Wewoka in 1927. For 50 years 
Doctor McGovern served the medical pro- 
fession. 


He was a former member of the Okla- 
homa State Medical Association and the 
American Medical Association. 
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PHYSICIAN PLACEMENT 


General Practice 


Johnny Bill Delashaw, 1905 ist Avenue, N., Texas 
City, Texas, age 25, married, graduated from Uni- 
versity of Texas Medical Branch, 1959, will be avail- 
able upon completion of internship, July, 1960. 


Louis E. Harrington, M.D., Danbury, Iowa, age 37, 
married, graduated from Wayne University Col- 
lege of Medicine, Detroit, Michigan, 1949, veteran, 
will be available September, 1959. 


John Leland Hudson, M.D., 9 Anna Sue Road, Van 
Buren, Arkansas, married, graduated from the Uni- 
versity of Arkansas, 1955, veteran, available since 
April 7, 1959. 


John W. Kennard, M.D., 20 Olson Lane, Fort Rucker, 
Alabama, age 26, married, graduated from Bowman 
Gray School of Medicine, 1956, presently in military 
service, will be available September, 1959. 


James Edward Lynsky, M.D., 2054 11th Street, Cuya- 
hoga Falls, Ohio, age 33, married, graduated from 
Ohio State School of Medicine, 1957, veteran, will 
be available July 1, 1959. 


Robert Emmett Myers, M.D., 872 Ravine Drive, Cleve- 
land 12, Ohio, age 28, married, graduated from Uni- 
versity of Arkansas, 1955. Would like to do general 
practice with emphasis on pediatrics, veteran, will 
be available September, 1959. 


Wyatt Bibb Pouncey, M.D., 118 Louise Lane, San 
Mateo, California, age 34, married, graduated from 
University of Alabama, 1950, veteran, available im- 
mediately. 


Robert Glenn White, Jr., M.D., 431 Saratoga, San An- 
tonio, Texas, age 26, married, graduated from Uni- 
versity of Oklahoma, 1956, presently in military 
service, will be available August 2, 1959. 


Thomas S. Whitecloud, M.D., 858 Market Street, Pas- 
cagoula, Mississippi, age 45, married, graduated 
from Tulane, 1943, veteran, has an interest in teach- 
ing and wishes to get into small hospitl work, avail- 
ability date depends upon situation. 


Gerald C. Zumwalt, M.D., 1701 Avenue P, Del Rio, 
Texas, age 27, married, graduated from University 
of Oklahoma, 1956, veteran, will be available July, 
1959. 


June, 1959—Volume 52, Number 6 


Internal Medicine 


William S. Harrison, M.D., 2623 Pittsfield Blvd., Ann 
Arbor, Michigan, age 31, married, graduated from 
University of Oklahoma School of Medicine, 1953, 
veteran, will be available September 1, 1959. 


Doss O. Lynn, M.D., 6101 16th Street, N.W., Washing- 
ton 11, D.C., age 47, married, graduated from Uni- 
versity of Oklahoma, 1937, board certified in internal 
medicine and cardiology, will have completed 21 
years active service September 1, 1959, prefers in- 
stitutional or industrial practice, will be available 
after September 1, 1959. 


Vanis Pennington, M.D., 1440 W. Bethune, Apt. 402, 
Detroit, Michigan, age 30, married, graduated from 
University of Tennessee, 1953, veteran, will be avail- 
able December, 1959. 


John H. Prodell, Jr., M.D., 115 South Mall, Willow 
Lawn, Richmond 30, Virginia, age 38, married, grad- 
uate of Harvard, 1947, veteran, will be available 
July 1, 1959. 


Locum Tenens 


James D. Green, M.D., internal medicine resident, is 
seeking two weeks locum tenens in general practice 
during the months of May or June. Doctor Green 
can be contacted at St. John’s Hospital in Tulsa. 


B. Anthony Linn, M.D., Veterans Administration Hos- 
pital, 4500 S. Lancaster Road, Dallas 16, Texas, will 
finish residency in Ophthalmology in July, graduate 
of the University of Oklahoma, 1956, licensed to prac- 
tice in Oklahoma, would like to have a locum tenens 
for two weeks during the summer of 1959. 


Don Allen Mills, M.D., 3911 Burns Place, S.E., Wash- 
ington, D.C., age 34, married, veteran, graduated 
from Georgetown University School of Medicine, 1958, 
wants to do general practice for two years prior 
to specialized training. Will be available July 1, 
1959. 


Neurology 


Kenneth C. Duncan, M.D., St. Luke’s Hospital, Chi- 
cago, Illinois, age 30, married, graduated from the 
University of Oklahoma, 1955, veteran, will be avail- 
able July, 1959. 


Obstetrics and Gynecology 


Robert Lee Crews, M.D., 5040th USAF Hospital, An- 
chorage, Alaska, age 31, married, graduate of Van- 
derbilt, 1954, board eligible, will be available July, 
1960, upon completion of military service. 


Gerald R. Keilson, M.D., Medical Arts Building, Dal- 
las, Texas, age 31, married, graduated from Uni- 
versity of Texas, 1953, board qualified, veteran, will 
be available in July of 1960. 
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Milton Gardner Mutch, Jr., M.D., 423 Mills Avenue, 
Fargo, North Dakota, age 31, married, graduated 
from University of Minnesota, 1955, will be Board 
eligible upon completion of fellowship, veteran, will 
be available July 1, 1959. 


Otolaryngology 


Joseph E. Walthall, M.D., 1673 West Broadway, Ana- 
heim, California, age 37, married, graduated from 
Duke University, 1946, board certified in Otolaryn- 
gology, veteran, will be available in approximately 
three months. 


Pediatrics 


Prentiss Edwards Findlay, M.D., 1500 Wakefield Place, 
New Orleans 22, Louisiana, age 29, married, gradu- 
ated from Emory University, Atlanta, 1954, non- 
eligible for military service, will be available July 
15, 1959. 


Radiology 


Thomas A. Lynch, M.D., 7009 N. 17th Street, Tacoma, 
Washington, age 39, married, graduated from Uni- 
versity of Washington, 1950, board certified, veteran, 
availability date depends on circumstances of new 
position. 


Surgery 


(Name on Request) 32 years old, married, graduated 
from Tulane, 1952, veteran, board eligible in surgery. 


Valerio J. Federici, M.D., 2401 West Toronto Street, 
Philadelphia, Pennsylvania, age 36, married, gradu- 
ated from Jefferson Medical College, 1948, veteran, 
is now available. 


Owen Foster Kline, Jr., M.D., 4712 Warrington Drive, 
Flint, Michigan, married, graduated from University 
of Colorado, 1954, not eligible for military service 
at the present time, will be available July 1, 1959. 


General Surgery 


Frank L. Lanuti, M.D., 215 S. Randall Avenue, Madi- 
son 5, Wisconsin, age 38, married, graduated from 
University of Illinois, 1953, board eligible in general 
surgery, veteran, will be available July 1, 1959. 


Clyde William Draughon, M.D., McGuire Hospital, 
Box 27, Richmond, Virginia, age 35, married, gradu- 
ated from University of Oklahoma School of Medi- 
cine, 1954, veteran, will be available July 1, 1959. 


Tuberculosis 


Helen C. Sharp, M.D., 620% N. Broadway, Pittsburgh, 
Kansas, single, graduated from University of Kan- 
sas, 1928, prefers to do industrial or student health 
work and is presently available. 


Urology 


Wilbern W. Wersich, M.D., 1008 McIndoe, Wausau, 
Wisconsin, age 38, married, graduated from North- 
western University, 1951, board eligible, veteran, 
will be available in the near future. 
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MISCELLANEOUS ADVERTISEMENTS 


FOR SALE: Numerous new and used items for fur- 
nishing a medical office. Includes a consultation 
chair, mayo, castle sterilizer, steel clothes locker, 
examining table, miscellaneous instruments and lab- 
oratory glassware, X-ray apron and gloves and an 
oxygen regulator. Excess to my needs—in good con- 
dition. W. A. Waters, M.D., 4926 E. 21st, Tulsa. 


FOR SALE: Two story frame physician’s office 
building, and equipment Britton. Centrally air-con- 
ditioned, living quarters above and two rental apart- 
ments in rear, plus two adjacent lots. Contact Key 
D, The Journal, Oklahoma State Medical Association, 
P. O. Box 9696, Oklahoma City, Oklahoma. 


TO SUB-LET: Six months beginning August, 1959, 
lease then available for five years. Suite 860 square 
feet. Frew Building, 528 N.W. 12th, William Best 
Thompson, M.D. 


FOR SALE: Hamilton Pediatric table #9888, tan 
finish, grey upholstery, new condition. Worden walnut 
consultation room furniture, new condition. Also used 
equipment sufficient to equip small office. Contact 
W. P. Jeter, M.D., 912 S.W. 50, ME 2-1556, Oklahoma 
City. 


WANTED: Late model Electrocardiograph. Write 
Key B, The Journal, Oklahoma State Medical Asso- 
ciation, P.O. Box 9696, Oklahoma City, Oklahoma. 


WANTED: Civilian physician to serve at Air Force 
Hospital, Clinton-Sherman Air Force Base, Clinton, 
Oklahoma. Work to be essentially with outpatients. 
Starting salary of General Practitioner $7,030.00. Start- 
ing salary of Specialist $9,890.00 per year. Write to 
Capt. Frank H. Dailey, USAF (MC), 857th Medical 
Group, Clinton-Sherman Air Force Base, Clinton, Okla- 
homa. 


1600 SQUARE FOOT physician’s office and home 
for sale, located in Oklahoma community of 10,000. 
Office may be purchased separately, or both may be 
bought for about one year’s gross income. Excellent 
praactice opportunity at moderate cost. Write Key A, 
The Journal, Oklahoma State Medical Association, 
P. O. Box 9696, Oklahoma City, Oklahoma. 
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Proceedings . . . April 19, 1959 


(Continued from Page 400) 


Doctor Gallaher announced that there were certain 
guests whom it would be his privilege to introduce. 


Mrs. Iron Hawthorne Nelson, Tulsa, President of 
the Woman’s Auxiliary to the Oklahoma State Med- 
ical Association, was the first guest to be introduced. 
Mrs. Nelson reviewed the activities of the Auxiliary 
the past year, and expressed their desire to be of 
additional service to the profession. She thanked 
the physicians for their cooperation and support. 


Next to be introduced was Mr. Bill Kirkham, Sec- 
retary-Treasurer of the Student American Medical 
Association, who was representing Mr. Herschel Doug- 
las, President of the Oklahoma Chapter of the Student 
American Medical Association. Mr. Kirkham stated 
that the Oklahoma Chapter of the SAMA was proud 
of the relationship between their organization and 
the Oklahoma State Medical Association and ex- 
pressed the appreciation of the Oklahoma Chapter 
for the many courtesies extended them. 


There being no further introductions at this time, 
Doctor Gallaher asked the Credentials Committee if a 
quorum was present. Doctor C. Riley Strong, El 
Reno, Chairman of the Credentials Committee, an- 
nounced that a quorum was present. 


Doctor Gallaher made the following announcements: 


All voting Delegates will be seated in the front of 
the room, and the non-voting Delegates will be seated 
in the back of the room. 


Doctor Gallaher requested the Delegates to state 
their name as they were recognized from the floor, 
in order that the Recording Secretary might make 
proper identification. 


Doctor Gallaher asked the pleasure of the House 
with regard to the reading of the Minutes of the last 
Annual Session, which were published in the Okla- 
homa State Medical Association Journal. 


Doctor Hart moved that the minutes be adopted 
as published, and that they dispense with their read- 
ing at this session. The motion was duly seconded 
and upon being put to vote, the motion carried. 


The Speaker announced that he might request that 
involved or complicated motions be submitted in 
writing. 


Doctor Gallaher announced that the next order of 
business would be the nomination of officers. He ad- 
vised that Councilor Districts Nos. 1, 4, 7, 10, and 13 
would elect councilors and District No. 3 would elect 
a Councilor to fill the unexpired term of Doctor H. T. 
Russell of Enid, who had resigned. Doctor Gallaher 
read the counties included in these Districts and pre- 
sented the names of the incumbents. The Speaker 
also announced that the Constitution and By-Laws 
adopted at the 1958 meeting changed the number of 
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consecutive terms a Councilor could serve from 
two (2) to three (3) consecutive terms. 


Doctor Gallaher announced that the House would 
recess for ten minutes to allow the Councilor Dis- 
tricts to caucus. 


Following the brief recess, the House reconvened 
and Doctor Gallaher asked for any additional an- 
nouncements or introduction of guests. 


There being no further announcements of intro- 
ductions, the Speaker than declared the House of 
Delegates open for nomination for the office of Presi- 
dent-Elect, who would serve for a period of one year. 


Doctor Shade D. Neeley, Muskogee, nominated Clin- 
ton Gallaher, M.D., Shawnee, for the office of Presi- 
dent-Elect. 


Doctor Peter E. Russo, Oklahoma City, nominated 
Walter E. Brown, M.D., Tulsa, for the office of Presi- 
dent-Elect. 


Doctor Gallaher advised the House of Delegates 
that as Speaker of the House he had another year of 
his unexpired term and that he would like to with- 
draw his name as a candidate for President-Elect. 
Doctor Neely declined to withdraw his nomination. 


Nominations were declared in order for the office 
of Vice-President: 


Doctor John F. Burton, Oklahoma City, nominated 
Charles E. Green, M.D., Lawton. 


Doctor Gallaher called for nominations for the of- 
fice of Delegate to the American Medical Association 
(two year term of office). He read a letter from 
Malcom E. Phelps, M.D., El Reno (incumbent), 
which stated his regrets for not being able to attend 
the meeting. The Speaker advised the House of Dele- 
gates that the term of office for the Delegate and 
Alternate to be elected at this meeting would not com- 
mence until January 1, 1960, and that the present in- 
cumbents would serve until that time. The incum- 
bents are Malcom E. Phelps, M.D., El Reno (Dele- 
gate) and R. Q. Goodwin, M.D., Oklahoma City (AI- 
ternate). Following this announcement, the Speaker 
called for nominations. 


Doctor Francis R. First nominated Malcom E. 
Phelps, M.D., for the office of Delegate to the A.M.A. 
There were no further nominations. 


The Speaker called for nominations for the office 
of Alternate Delegate to the A.M.A. 


Doctor C. M. Bielstein, Oklahoma City, nominated 
R. Q. Goodwin, M.D., Oklahoma City for the office 
of Alternate Delegate to the A.M.A. There were no 
further nominations. 


Next on the agenda was the nomination of Coun- 
cilors for Districts Nos. 1, 3, 4, 7, 10, and 13. 


DISTRICT No. 1—Doctor F. C. Wallingford, Bart- 
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lesville, nominated J. E. Highland, M.D., Miami and 
L. B. Word, M.D., Bartlesville, as Councilors. 


DISTRICT No. 3—Doctor C. M. Hodgson, King- 
fisher, nominated George T. Ross, M.D., Enid, as 
Councilor. (To fill the unexpired term of H. T. Rus- 
sell, M.D. of Enid.) 


DISTRICT No. 4—Doctor R. G. Obermiller, M.D., 
Woodward, nominated Joe L. Duer, M.D., Woodward 
and Walter H. Dersch, Jr., Shattuck, as Councilors. 


(NOTE: See change in nominees in closing session.) 


DISTRICT No. 7—Doctor Frances P. Newlin, Shaw- 
nee, nominated C. C. Young, M.D., Shawnee, and 
E. K. Norfleet, M.D., Bristow, as Councilors. 


DISTRICT No. 10—Thurman Shuller, M.D., McAl- 
ester, nominated Paul Kernek, M.D., Holdenville, 
and C. E. Lively, McAlester, as Councilors. 


DISTRICT No. 13—Doctor S. D. Revere, Chickasha, 
neminated John B. Miles, M.D., Anadarko, and 
Charles E. Green, M.D., Lawton, as Councilors. 


(NOTE: See change in nominees in closing session.) 


After the nominations were made, Doctor Paul 
Kernek questioned whether or not he would be able 
to succeed himself. He was advised that in view of 
the change in the Constitution and By-Laws, as adopt- 
ed at the 1958 meeting, a Councilor could serve three 
consecutive terms rather than two. 


Doctor Hoover brought up the question as to whether 
or not District No. 4 should nominate another can- 
didate for Councilor, since Joe L. Duer, M.D., Wood- 
ward, already held an office as Alternate Delegate 
to the A.M.A. 


The Chair advised the House of Delegates that 
Doctor Joe L. Duer could not hold two offices, and 
therefore, District No. 4 should caucus to make an 
additional nomination. Doctor Gallaher also an- 
nounced that should Doctor Charles Green be elected 
to the office of Vice-President, it would be necessary 
for District No. 13 to submit the name of a physician 
from the district as a substitute nominee. 


As the next order of business, Doctor Gallaher 
asked for a report from Wilkie D. Hoover, M.D., 
Delegate to the American Medical Association. 


Doctor Hoover reported that he had attended the 
A.M.A. House of Delegates meeting held in December, 
1958 at Minneapolis, Minnesota. Doctor Hoover stated 
that one of the issues which occupied most of the 
time at the meeting was the question of the “Care 
of the Aging.’’ He read a report of the recommen- 
dation of the A.M.A. House of Delegates on the sub- 
ject, which was adopted almost unanimously by the 
A.M.A. House of Delegates. The second major item 
on which Doctor Hoover reported was the Commis- 
sion of Medical Care Plans; however, action on this 
issue was postponed until the meeting to be held in 
Atlantic City in June of 1959. 
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The speaker next called on Doctor R. Q. Goodwin, 


« Oklahoma City, Alternate Delegate to the A.M.A. 


to report. Doctor Goodwin reported briefly on the 
work of the Delegates and Alternates, how they went 
to various Reference Committees, etc. He stated 
that he was assigned to the Legislation and Public Re- 
lations Committee, where one of the major points of 
concern was the contamination aspect of the Korean 
children who were brought into the United States 
each year. He reported a survey revealed that 60% 
of the Korean children under the age of three have 
tuberculosis. This committee recommended that this 
immigration be curtailed until further analysis of the 
contamination could be made. 


In conjunction with the Commission on Medical 
Care Plan, Doctor Goodwin asked that the members 
read the report in the April issue of the OSMA 
Journal and that they then offer their suggestions 
to the Delegates and Alternates. 


At this point, Doctor Gunnar Gundersen, President 
of the American Medical Association, arrived at the 
meeting. Doctor E. C. Mohler, President of the Okla- 
homa State Medical Association, gave a brief resume 
of his background and asked that Doctor John E. 
McDonald, Tulsa, who was his sponsor, introduce him. 


Doctor McDonald’s remarks were brief, and then 
he presented Doctor Gundersen to the House of Dele- 
gates. 


Doctor Gundersen greeted the House of Delegates, 
paid tribute to some of the pioneer physicians; and 
cited numerous incidents in which the A.M.A. -has 
taken a positive approach to problems, such as the 
A.M.A.’s Public Education Campaign; the Hill-Burton 
Hospital Construction Program; the far-sighted work- 
able program to provide Health Care for the Aging, 
etc. Doctor Gundersen stated that there were two 
outstanding reasons for the medical profession to be 
concerned for providing health care for the aging: 
(1) Medicine is responsible for lengthening man’s 
life span, and (2) We must act positively to set our 
program into motion before the federal government 
steps in. 


Doctor Gundersen reported that the A.M.A. Dele- 
gates adopted last December at the Minneapolis Meet- 
ing, a proposal which applies specifically to the popu- 
lation over 65, with modest resources. Physicians 
are urged to accept a level of compensation that will 
permit the development of insurance or pre-payment 
plans at a reduced rate for medical services rendered 
to this particular group. He reported that the A.M.A.’s 
Committee on Aging has called on industry and labor 
leaders to re-evaluate compulsory retirement. 


Also, at the A.M.A.’s suggestion, the Health Insur- 
ance Association of America has asked its member 
companies to provide health and accident policies 
renewable for life, covering those over 65 and after 
retirement. 


The Health Insurance Institute of America esti- 
mates that 60% of our senior citizens will have pro- 
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tection by the end of next year; that figure will rise 
to 75% by 1965, and is estimated to rise to 90% by 
1970. Doctor Gundersen reported that the immediate 
need is to mobilize the entire medical profession to 
develop wide-spread, low-cost health insurance cover- 
age for the senior citizens. The success of our pro- 
gram hangs on the cooperation of every American 
physician. 


Doctor Gundersen spoke briefly of the need for the 
continuation of the payment of A.M.A. dues. In con- 
clusion, Doctor Gundersen praised the Oklahoma State 
Medical Association, and hoped that they would con- 
tinue to enjoy the same degree of confidence and 
respect of the people to whom their lives were dedi- 
cated. 


Doctor John E. McDonald next introduced Doctor 
Edward L. Moore, Tulsa, General Chairman of the 
Convention. Doctor Moore, on behalf of the Okla- 
homa State Medical Association, presented a remem- 
brance gift to Doctor Gundersen. 


As the next order of business, the Speaker intro- 
duced L. J. Starry, M.D., Oklahoma City, who is 
Chairman of the Medical Advisory Committee to the 
American Medical Assistants’ Association. Doctor 
Starry had asked to appear on the program, but had 
been delayed. 


Doctor Starry explained who comprised the Medical 
Assistants Group and what they were attempting to 
accomplish. He asked for the support of the phy- 
sicians. 


The Speaker asked for a continuation of the Re- 
port of the Officers. 


Doctor Joe L. Duer, Woodward, Alternate Delegate 
to the A.M.A. discussed the A.M.A. meeting, held in 
Minneapolis, elaborating on the Osteopathic Resolu- 
tion which failed in the A.M.A. House of Delegates. 


Doctor Gallaher called for any reports from the 
Councilors. There being no reports, he asked for any 
announcements, or additional introduction of guests. 


As the next order of business, Doctor Gallaher an- 
nounced that the COUNCIL REPORT would be pre- 
sented by Doctor E. C. Mohler, President of the Okla- 
homa State Medical Association. 


Doctor Mohler presented the following report: 


Council Report 


It seems rather ironical that each Council Report 
of the Oklahoma State Medical Association finds the 
profession still seeking to assist in solving problems, 
not only in the scientific field of medicine, but the 
problems also of the body of politics and those of 
economics. 


This report (as those in the past), cannot possibly 
deal with all of these problems or recite the profes- 
sion’s accomplishments in the past year or years, or 
contemplated in the future. 
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To make these contemplations would be almost fool- 
hardy; but also, it would be inaccurate not to admit 
that problems in these fields still exist and must be 
given the greatest consideration and study by the 
profession in the best interest of the health of the 
people, not only of Oklahoma, the United States, but 
as they might affect the world at large. 


These remarks of the Council are made only to 
draw to the attention of the House of Delegates that 
each delegate should weigh carefully his delibera- 
tions of the reports and recommendations that will 
be made by the several committees of the Associa- 
tion. 


Membership 


Due to the fact that the Annual Meeting is being 
held approximately three weeks earlier than the usual 
meeting which is held during the first week of May, 
an accurate comparison cannot be made of the mem- 
bership of the Association. 


However, from the number of paid membership 
already received, it can be anticipated that the total 
membership will continue to increase by a small 
number. 


As of April 15, 1959, the paid membership of the 
Association was 1,504. In addition, there are 135 Life 
and Honorary members, thus making a total Asso- 
ciation membership of 1,639. 


Finance and Budget 


The Council once again reiterates that the esti- 
mating, in 1959, of the Income and Expenditures of 
the Association for the year 1960 is virtually im- 
possible. 


However, with the ownership of property, there has 
also come responsibility and new problems for the 
Council and the Executive Office. 


The Association, on December 31, 1958, had on hand 
in the Liberty National Bank $20,923.45, which sum 
does not include any 1959 dues. In addition, the As- 
sociation had on deposit in the Ponca City Savings 
and Loan Company, the Home Savings and Loan 
Company, Lawton, and the Home Savings and Loan 
Association, Bartlesville, the sum of $22,354.65 which 
is earning 312% interest. 


For the upkeep of the Association Building, and 
held in a separate account, the Building Fund of the 
Association is now in the amount of $2,155.42, which 
represents the total accumulation of building fund 
fees in the amount of $35.00 for each new member. 


Although the Council cannot anticipate any un- 
usual expenditures for the coming year, or years, 
your Council does feel that above all else, the Asso- 
ciation should keep in mind that a time may come 
when the finances of the Association may not be in 
as an advantageous condition as at present; and 
therefore, recommends that the reserve funds of the 
Association be increased as rapidly as possible until 
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such time as they reach the total sum of one year’s 
operating expenses, which at this time are approxi- 
mately $100,000.00. 


Considering these financing factors and the present 
operating costs of the Association, and any capital 
investments that might have to be made, your Coun- 
cil recommends that the dues of the Association re- 
main at $42.00 for the year 1960. 


BUDGET 

Income 
DUES $ 68,000.00 
ANNUAL MEETING 8,000.00 
JOURNAL eee 45,000.00 
MISCELLANEOUS (Including Interest) 2,000.00 
TOTAL INCOME $123,000.00 

Expenditures 

OFFICE EXPENSE $ 55,000.00 
ANNUAL MEETING 13,000.00 
LEGAL COUNSEL 1,200.00 
JOURNAL 43,000.00 
TRAVEL (In and Out of State) 6,000.00 
COMMITTEES 3,500.00 
TOTAL EXPENDITURES $121,700.00 
INCOME OVER EXPENDITURES $ 1,300.00 


Executive Office 


As indicated in the Budget, the account of the Build- 
ing Fund now stands at the amount of $2,155.42, which 
is sufficient to take care of any known contingencies 
that might develop in regard to the Association’s 
property. 


It might be of interest to the House of Delegates 
to know that the property now owned by the Asso- 
ciation is 2.26 acres on U. S. 66, with a frontage 
of 256 feet, which was purchased three years ago for 
$6,200.00. 


It might be of further interest to the House of 
Delegates to know that recently 100 front feet to 
the west of the Association property was sold for 
$15,000.00. 


Journal 


The House of Delegates’ attention is called to the 
greatly expanded Journal. 


In the last four years, the total number of pages 
of copy has increased from 421 to 744, and the number 
of pages of advertising from 494 to 923. 
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The Council commends the Editorial Board and its 
Editor, Doctor Ben H. Nicholson, for the outstand- 
ing work they have done. 


Annual Meeting 


Due to convention schedules in Oklahoma City and 
Tulsa, which have been growing larger each year, 
the Council recommends that the meeting place be 
scheduled three years in advance. 


Your Council therefore recommends that the 1960 
meeting be held in Oklahoma City; the 1961 meeting 
in Tulsa; and the 1962 meeting in Oklahoma City. 


The Council commends Doctor Edward L. Moore, 
General Chairman, and Doctor Byron W. Steele, Pro- 
gram Chairman, and their committees for the splen- 
did work done in making arrangements for this An- 
nual Meeting. 


Committees 


During the past year, it has become increasingly 
evident to the Council that with the multiplicity of 
problems being considered by the Association, there 
should be a re-evaluation of its committee structure. 


This problem was placed first before the Executive 
Committee of the Council where it was approved and 
subsequently before the Council where it was again 
approved and now is submitted to the House of Dele- 
gates. 


Under the Constitution and By-Laws, there are only 
five (5) standing committees—all other committees 
are special committees and serve at the pleasure of 
the President. Although this transition could be ac- 
complished without action of the House of Delegates, 
nevertheless, your Council felt that this change should 
have the consideration and sanction of this body. 
Therefore, your Council recommends that the follow- 
ing changes be made, on a trial basis for one year, 
and if successful in operation, proper amendments 
be made to the Constitution and By-Laws. 


1. That instead of Committees, the Association 
create the following Councils: 


A. Council on Public Health 

B. Council on Public Policy 

C. Council on Socio-Economic Activities 

D. Council on Insurance 

E. Council on Professional Education 

2. That ufder these Councils, there be created: 


A. Sub-Committees germane to the nomenclature 
of these Councils. 


The Council is of the opinion that this will stream- 
line the working structure of the Association and 
better dovetail some overlapping committees and 
problems. 
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If this procedure is followed, all committees of the 
Council’s recommendations will be channeled through 
five (5) Councils which, in turn, can more easily co- 
ordinate their functions. 


Your Council is further of the opinion that in order 
for the majority members of the profession to better 
recognize the interim governing body of the Associa- 
tion, that the name ‘“‘Council’’ be changed to ‘Board 
of Trustees’’ and that proper amendments to the 
Constitution and By-Laws be prepared and be acted 
upon at the 1960 meeting. 


Honorary-Life Membership 


The Council has had the following applications for 
Honorary Life Memberships submitted to it and rec- 
ommends their election: 


O. C. Armstrong, M.D., 2055 East 13th St., Tulsa 

John F. Capps, M.D., 406 Atkinson Drive, Midwest 
City 

H. W. Ford, M.D., 915 South Cincinnati, Tulsa 

Orion Russell Gregg, M.D., 400 West Johnson St., 
Norman 

Luvern Hays, M.D., 2447 East 27th Place, Tulsa 

Clyde F. Loy, M.D., 6109 Smith Blvd., Oklahoma 
City 

Hiram D. Moor, M.D., 4004 N.W. 13th St., Oklahoma 
City 

Edward Franklin Stephens, M.D., 621 Tulsa St., 
Norman 

R. Z. Taylor, M.D., Blair 


Legislation 


While this general subject will be presented to the 
House of Delegates by the Public Policy Committee, 
the Council, nevertheless, feels that this subject can- 
not be over-stressed with particular emphasis on the 
Forand Bill (H.R. 4700) now before the National Con- 
gress. 


Unless each member of the medical profession pulls 
his share of the load, final enactment may be in- 
evitable. 


Free Choice of Physician—Closed Panel System 


The American Medical Association, at its December, 
1958 meeting in Minneapolis, requested all State Med- 
ical Associations to report to the A.M.A. by March 
3, 1959, their opinions on two questions: One, being 
the Free Choice of Physicians, and the other the 
Closed Panel System. 


Each County Medical Society was asked to con- 
sider these two questions and make its recommenda- 
tions to the Executive Office. The replies received 
from the County Societies were 100% in favor of free 
choice of physicians and opposed to the closed panel 
system. 


From the results of this survey, your Council rec- 
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ommends that the House of Delegates formally en- 
dorse the results of the survey and so recommends. 


White House Conference 


In 1960 in Washington, D.C., there will be held two 
White House Conferences, one on youth and the other 
on aged. 


Oklahoma Committees for these conferences are be- 
ing formulated through the Extension Division of the 
University of Oklahoma to which Division of the 
University, the project has been assigned by Gover- 
nor Edmondson. 


Medicine’s part in these two conferences will be of 
great importance. 


It is contemplated that in some instances surveys 
will be taken at the county level and all County Med- 
ical Societies should be on the alert and ready to 
extend any and every cooperation to studies that 
might be developed in the health field. 


During the past year, several matters of importance 
have come about. 


Medical Care for Public Welfare Recipients had 
been in effect for a sufficient length of time to de- 
velop problems and their answers in part. This sub- 
ject will be more widely dealt with in the Public Wel- 
fare Committee Report. Medicare came to an end 
in Oklahoma as far as official endorsement by the 
Association. Incidents of malpractice suits leveled 
off and the Association’s professional liability program 
is in much more favorable position than this time last 
year. 


Care of the Aging, as will be reported by the Com- 
mittee on Aging, seems at the moment to be one of 
the biggest goals to try and solve in the years to 
come. 


Your Council appreciates the support given it by 
the membership and hopes it will continue to merit 
the profession’s confidence. 


Amalgamation of County Societies 


The Council has had submitted to it a request from 
the physicians of Sequoyah County to withdraw from 
the East Central Medical Society and to combine 
their membership with the Cherokee-Adair District 
Society and to incorporate the new name of Cookson 
Hills Medical Society. The East Central District So- 
ciety entertains no objection to this re-alignment. 


Your Council therefore recommends that this re- 
alignment be authorized by the House of Delegates. 


Doctor Shade D. Neely, Muskogee, moved that the 
Council Report be adopted as a whole. This was 
duly seconded and the Speaker called for discussion. 
In response to a question from Charles Wilbanks, 
M.D., Tulsa, Doctor Mohler explained the need for 
the revamping of the Committees. There being no 
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further questions, a vote was taken and the motion 
carried. 


Doctor Gallaher advised that the next order of 
business would be the REPORTS FROM THE AS- 
SOCIATION’S COMMITTEES: 


Insurance Committee 


During 1958, the Committee had two objectives, one 
to institute a new health and accident program for 
members and the other to work closely with the St. 
Paul Mercury, the carrier of the Association’s pro- 
fessional liability insurance, and the County Societies 
in reducing the number of malpractice claims. 


The Committee’s first activity was with regard to 
a health and accident program. After much discus- 
sion, investigation and consideration of the plans of 
several insurance companies, the committee adopted 
the plan of North American Accident Insurance Com- 
pany. This was done primarily because it offered 
a little more for the money and even more important, 
would permit every active member of the Association 
under the age of seventy (70) to have at least a mini- 
mum amount of insurance without proof of insura- 
bility, because the required number of policy holders 
was already in effect. A copy of the Master Con- 
tract is attached to this report and may be perused 
if anyone desires. 


We are happy to report that it has been very fav- 
orably accepted and the representatives report that 
as of April 15, there are 1,002 policies in effect, as 
compared with an original number of 760. This is 
an increase of 242 over the 760 in effect under the 
former program. The North American has been very 
cooperative in extending coverage equal to the old 
policy to all, even though they may have become 
impaired risks since they took the original policy. 


There is a part of the contract which states that 
anyone who is a practicing member of the Associa- 
dion, under seventy (70) years of age, may apply— 
although he will have to offer proof of insurability 
after the original enrollment period. 


The Oklahoma State Medical Association’s Insur- 
ance Trust, which holds a master contract with the 
Massachusetts Mutual Insurance Company, seems 
to be in a favorable financial situation, but they will 
make their own report. 


In the field of professional liability, the St. Paul 
Mercury has given the following report. In 1959, 
there were 72 claims reported for investigation al- 
though all of these will not result in final suits. This 
is a slight decrease over 1958. Since 1958, two addi- 
tional counties have been added to the list in which 
suits have been filed, these are Adair and Texas. 


Concerning rates and losses, the following infor- 
mation from the St. Paul Mercury is of interest: 


“In November of 1958, we indicated to you that 
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as soon as the 1958 figures were available, we 
would be in further contact. 


The statewide experience under the program for 
the year of 1958 represented $262,455 in written 
premiums against which we had incurred losses 
of $120,580, or a .469 loss ratio. We have indicated 
to you previously that our permissable, or break- 
even loss ratio on this class of business is con- 
sidered to be 51%. On the other hand, the Bu- 
reau companies consider this ratio to be 44%. You 
can, therefore, see that the year of 1958 did pro- 
duce satisfactory results. We have indicated to 
you previously that the total annual premiums 
and losses on the inception of the program up to 
and including 1957 represented $819,155 against 
incurred losses of $427,102, or a loss ratio of .521. 
Adding the 1958 results to the above represents 
a picture of $1,081,610 in premiums against incur- 
red losses of $547,682, or a .506 loss ratio. 


You can, therefore, see that the overall pro- 
gram has again reverted to a profitable picture 
but only to the point of about % of 1%. This, of 
course, is encouraging and is apparent that con- 
tinued vigilance on the part of all the various 
committees, etc., has shown its effect. On the 
discouraging side, however, we note that there 
has been an increase in the total outstandings in 
1958 as compared to the beginning of 1958. For 
example, the total outstandings at the end of 1958 
represented $116,200 whereas the total outstand- 
ings at the beginning of the year was $95,900, or 
a net increase of $20,300. 


In conclusion, while there are encouraging as- 
pects to the experience picture, it appears that 
we still have some progress to make. 


(Signed) D. L. CLIFFORD, Underwriter 
General Liability Department.” 


Gentlemen, it has been a pleasure to serve as 
Chairman of the Insurance Committee, and the com- 
mittee is indeed gratified with the improvement in 
the loss ratio in the public liability program. We 
would like to compliment the County Medical Societies 
who have worked to do all they could to reduce losses 
and we appreciate the cooperation of the doctors of 
this state in the three programs. 


Respectfully submitted, 
R. A. SMITH, Chairman. 


Insurance Committee Members are: 


Ralph A. Smith, M.D., Oklahoma City, Chairman 
E. C. Yeary, M.D., Ponca City 

C. E. Woodard, M.D., Drumright 

Port Johnson, M.D., Muskogee 

Willard D. Holt, M.D., Altus 

Curtis Berry, M.D., Norman 

Ralph A. McGill, M.D., Tulsa 

Archie F. Dougan, M.D., Enid 
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The Speaker advised that this was an informative 
report, requiring no action by the House of Delegates. 


Public Policy Committee 


The Public Policy Committee, has by the general 
definition of Public Policy, a wide latitude of scope. 
The committee realizes that it cannot study and re- 
port on all governmental programs that do not di- 
rectly come within the realm of medicine as a pro- 
fession. As citizens we should take much more in- 
terest in non-medical legislation and join hands with 
other free enterprise interests. This report will deal 
only with Federal and State Legislation as related 
to medical problems. 


Federal Legislation 


Before reviewing federal legislation, the Committee 
would like to remark that the Oklahoma State Medi- 
cal Association should be proud of the fact that on 
the Legislative Committee of the A.M.A. it has a 
member, Doctor John E. McDonald of Tulsa. Our con- 
gratulations and support should go to Doctor Mc- 
Donald for the time and effort he has given to this 
assignment. 


Time will not permit a review of all legislation 
now before Congress. However, each physician is 
reminded that the A.M.A. news now goes to each 
physician in addition to the Journal of the A.M.A. 
and the Journal of the O.S.M.A. In each publica- 
tion there is carried a review of all pertinent and 
current National Legislation so that no physician need 
feel that he is not well advised on this subject, if he 
will take time to read these publications. 


Currently on the National level there are two bills 
of importance to the profession. One is the Forand 
Bill (H.R. 4700) and the other the Keogh-Simpson 
Bill (H.R. 10). 


Your committee does not feel that it is necessary 
to dwell at length on these two bills other than to 
make a few general remarks. 


Forand Bill (H.R. 4700) 


This measure would bring approximately 14 million 
persons now on Social Security into a category where- 
by the Federal Government would pay for hospital, 
nursing home care and surgical, medical and dental 
care for this group of people. This problem will be 
more fully presented by the Association Study Com- 
mittee on Health Insurance for Senior Citizens. 


The Keogh-Simpson bill (H.R. 10) is a measure 
which would allow the self-employed person to de- 
duct from his reportable gross income each year 
$2,500.00 or 10% whichever is the lesser for the pur- 
pose of establishing his own retirement. There is a 
life time aggregate of $50,000.00. This bill has passed 
the House of Representatives and is now in the Sen- 
ate Finance Committee of which Senator Robert S. 
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Kerr is Vice-Chairman. There is every reason to be- 
lieve that within the next 30 days there may be pub- 
lic hearing on this proposal. It is the recommenda- 
tion of the Committee that every physician in Okla- 
homa should write to Senators Kerr and Monroney 
and the members of the Senate Finance Committee 
urging them to do what they can to see that this bill 
is reported out of committee and brought to a vote 
of the Senate. 


Due to the urgency of these two Federal Legislative 
proposals the Public Policy Committee and Doctor 
John E. McDonald of the A.M.A. legislative com- 
mittee have revitalized the O.S.M.A.’s activities in 
this field by appointing a physician from each Okla- 
homa Congressional District to build national legis- 
lative teams in their respective districts. This Com- 
mittee of physicians is as follows: 


Dist. I—Worth M. Gross, M.D., Tulsa 

Dist. I—Tom S. Gafford, Jr., M.D., Muskogee 
Dist. I1I—J. Hoyle Carlock, M.D., Ardmore 
Dist. IV—Clinton Gallaher, M.D., Shawnee 


Dist. V—William N. Harsha, M.D., Oklahoma City 


Dist. VI—Paul B. Lingenfelter, M.D., Clinton 


This Committee will meet with Doctor Gundersen, 
President of the A.M.A. on Monday, April 20th, to 
prepare its campaign for the coming months. Your 
Committee urges that the delegates inform their 
county societies of this impending program and to 
be prepared to give every cooperation. Emphasis 
sheuld frequently be made in County Medical meet- 
ings regarding the study of legislative problems. 


State Legislation 


As each delegate knows, the Public Policy Com- 
mittee is now publishing and sending to all members 
of the Association ‘‘OSMA-SCOPE,”’ to keep the mem- 
bership informed of legislative proposals, both state 
and national, that are currently of importance. At 
the present time, this publication has dealt mainly 
with state legislation. 


The Committee has under study twenty-seven bills 
which in some way affect the health of the public or 
the medical profession. Of these bills, five are of 
of major importance at this time. These are as fol- 
lows and their present position in the legislature: 


SENATE BILL 20: This measure is one of Gov- 
ernor Edmondson’s major financing bills, and places 
the Crippled Children’s Commission in the Public Wel- 
fare Department. The bill has passed both Houses 
of the legislature but did not receive sufficient vote 
to attach the emergency clause which is necessary 
if the law is to become effective with the signature 
of the Governor. The bill is now in a Conference 
Committee of the House and Senate with Senator 
Ritzhaupt as Chairman. A history of the Association’s 
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activities on this measure has already been reported 
in OSMA-SCOPE. The Governor and our Legislature 
are still open to suggestions from the medical pro- 
fession regarding this very significant bill. 


H.B. 735: Introduced by Representative Forsythe 
of Tulsa County, this bill would create a Medical Ex- 
aminer System in Oklahoma. It was referred to the 
House Committee on Government Regulations and 
the Appropriations Committee. It has been favorably 
voted upon by the first committee and is now before 
the Appropriations Committee for action. Watch your 
OSMA-SCOPE for timing to contact members of the 
Appropriations Committee. 


H.B. 820: Introduced by Representative Bradley of 
Addington, the bill would permit advertising for the 
sale of eye glasses. The bill was only introduced last 
Wednesday and its committee assignment is not yet 
known. 


H.B. 658: Introduced by Representative Bullard of 
Duncan, this bill would place a one-cent tax on soft 
drinks with the revenue to go to the University of 
Oklahoma Medical Center. It is now before the House 
Committee on Revenue and Taxation where public 
hearings are being held. 


H.J.R. 518: This resolution by Representative For- 
sythe of Tulsa County would place on a ballot for a 
vote of the people, an amendment to the Constitution 
of Oklahoma to allow Counties to vote up to 2.5 mills 
for County Departments of Health. The Resolution 
is on 38rd Reading in the House of Representatives. 


In conclusion, your Committee knows of no legisla- 
tion now before the Legislature that would, if en- 
acted, be to the detriment of public health. 


Your Committee again urges each member of the 
Association to keep constantly informed on_ local 
and national problems, medical and otherwise, through 
the growing number of sources available. Politics 
is the basis of our Christian democracy and is only 
as ‘“‘dirty’”’ and impalpable to us as we as citizens 
allow it to be. We suggest that each member of the 
O.S.M.A. consider himself a lifetime member of the 
Public Policy Committee. 


Respectfully submitted, 
JOHN R. STACY, M.D., Chairman. 


The Speaker advised that this also was an infor- 
mative report, requiring no action by the House of 
Delegates. 


Medical School Liaison Committee 


In the absence of the Chairman, Doctor W. T. Mc- 
Collum, Oklahoma City, R. R. Hannas, M.D., Sentinel 
gave the following report of the activities of the 
Medical School Liaison Committee: 


Since this is a newly established Committee, its 
functions have been limited. The purpose of the Com- 
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mittee is, of course, to attempt to bring a better 
understanding between the profession and the Medical 
School, as to their mutual problems. 


The first meeting of the Committee was held on 
January 11, 1959, in conjunction with a like committee 
from the Oklahoma Academy of General Practice 
and a second meeting was held on January 25, 1959. 


The first meeting was for the purpose of outlining 
some of the problems that seemed to be developing 
concerning medical education, and these problems 
were in the following major fields: 


1. The reasons why medical students were not en- 
tering the field of General Practice. 


2. Smaller communities and in some cases metro- 
politan centers not being able to secure phy- 
sicians. 


3. That even trained specialists were leaving Okla- 
homa because of the limited areas in which they 
could practice. 


4. A discussion of the manner of teaching students 
and a faculty understanding of the needs of the 
state. 


Following these discussions, the Committees agreed 
to seek consultation with Doctor Everett, Dean of 
the Medical School, for a discussion of these problems. 


Subsequently, at the January 25 meeting, the Com- 
mittees met with Doctor Everett and other represen- 
tatives of the faculty, and a general discussion was 
had on the problems developed at the first meeting. 


Representatives of the Medical School indicated a 
desire to cooperate in trying to solve these problems 
and welcomed criticism and suggestions. 


While no definite action was taken, the initial work 
of the Committee seemed worthwhile, and it is 
hoped that further meetings of the Committee with 
the representatives of the Medical School can be 
profitable. 


It is the further recommendation of your Commit- 
tee that continued liaison be maintained between this 
committee of the O.S.M.A. and the University of 
Oklahoma Medical Center. 


It is thought that sound, specific topics for further 
exploration are: 


1. Establishment of a circuit course type of lecture- 
ship by the Faculty at the Medical School for 
the benefit of the physicians of the State, similar 
to the plan in operation for some years in Kansas. 


2. Encouraging the entire State Medical Associa- 
tion to support the Medical School more actively, 
particularly in obtaining appropriations from the 
Legislature. 


3. Encouraging outlying physicians to participate 


actively in the teaching clinics at the Medical 
School. 
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It was moved and duly seconded and carried that 
this report be accepted with the recommendation for 
the continuation of this committee. 


At this point, Doctor Peter E. Russo, Oklahoma 
City, requested the names of the members of this 
committee. Doctor Gallaher advised Doctor Russo 
that the names of the committee would be secured 
and reported in the afternoon session. 


At 1:00 p.m., the Speaker announced the meeting 
would be adjourned for lunch, and would reconvene 
in the Pompeian Room at 2:00 p.m. 


The House of Delegates reconvened at 2:00 p.m. in 
the Pompeian Room of the Mayo Hotel, Tulsa. 


Doctor Gallaher advised that the Association’s Com- 
mittees’ Reports would be continued: 


Blue Cross-Blue Shield Liaison Committee 


Henry T. Russell, M.D., Enid, is Chairman of this 
Committee; however, in his absence, Doctor Frank 
J. Nelson, Tulsa, gave the report of this Committee: 


This committee came into existence for the first 
time in the history of the State Medical Association 
on July 23, 1958, by appointment of Doctor Mohler, 
through previous authorization of the Council. The 
committee was instructed that they were not in any 
way an executive committee, but were simply to at- 
tempt to present various problems of the members 
of the State Medical Association to Blue Shield-Blue 
Cross and to present problems of Blue Shield-Blue 
Cross to the governing bodies of the State Medical 
Association. In their brief existence, the committee 
has endeavored to do this. 


The first problem presented to the Committee con- 
cerned an attempt in Custer County to set up an out- 
patient diagnostic service on a trial basis. This serv- 
ice had been requested by the member council group 
of the county and had been endorsed by the County 
Medical Society. The various problems inherent in 
setting up such a program were discussed by mem- 
bers of Blue Shield-Blue Cross and by members of 
the County Society before the Blue Shield Liaison 
Committee. The Committee recommended that they 
proceed to attempt to set up such procedures and 
they have done so. However, because of the increase 
in utilization of Blue Shield-Blue Cross in this county, 
at the present time, the experiment has been delayed 
indefinitely. 


At the same meeting, the Committee endorsed the 
activity of Blue Shield-Blue Cross in sponsoring the 
various member council groups throughout the state. 
It was thought that this was an excellent way to 
present the problems of medical insurance to the 
people and the Blue Shield-Blue Cross were encour- 
aged to continue these member councils. In addition, 
it is requested of this group of delegates that you 
support the member council group and that doctors 
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try to attend the member council meetings whenever 
possible. 


The Blue Shield adjudication committee meetings, 
which have been held in various cities in the state, 
were also endorsed by the committee as being a 
good method of presenting to the doctors of the state 
problems that confront Blue Shield in paying various 
claims. It was recommended that the Blue Shield 
continue these meetings and once again, the doctors 
are encouraged to attend and participate in the ad- 
judication committee meetings, as we feel this will 
bring about a better relationship between Blue Shield 
and the members of the medical profession. 


A report on the Blue Shield Service Plan that 
is being given an experimental trial in Garfield 
County was presented. At the present time, there 
are insufficient data to tell how well the plan is go- 
ing to work, but another report will be given when 
more data are available. At the present time, two 
other counties have applied to Blue Shield-Blue Cross 
to have the same type of program. In these instances, 
the request was made by all the members of the local 
County Medical Society. To date, these programs 
have not been implemented. 


One member of the State Medical Association ob- 
jected to one type of article that appears in the Blue 
Shield-Blue Cross magazine “Hospitality.” This 
member particularly objected to one certain article 
that was in the program relating to transplanting of 
corneas. His objections and reasons were presented 
to the executive director of the Blue Shield-Blue Cross 
and the committee has been assured that in the fu- 
ture any such articles will be presented to the Com- 
mittee for screening prior to being published in the 
magazine “Hospitality.” This should eliminate any 
objections to articles of the type referred to above. 


At the last meeting of the Committee, it was recom- 
mended to the Blue Shield-Blue Cross by the com- 
mittee that they begin a dignified and low pressure 
education program to educate their members as to 
the harm of over-utilization of Blue Shield-Blue Cross. 
This will be done through various agencies of the 
Blue Cross, such as their Hospitality Magazine and 
the member councils. It is felt by the Committee 
that one of the greatest dangers to private insurance, 
as opposed to socialized medicine, is the continually 
increasing cost of Blue Shield-Blue Cross service 
which might be the eventual cause of its downfall. 
In view of this, it is felt that the members should be 
aware of the dangers of over-utilization. 


Lastly, your committee has been actively engaged 
in the evaluation of a program for the very large 
group of people over the age of 65. This was at the 
request of the House of Delegates of the A.M.A. and 
is being accomplished in conjunction with the Sub- 
Committee on Insurance and Retirement, a sub-di- 
vision of the Committee on Health Care of the Aged. 
This has been an extensive and time consuming 
problem and the report of the combined committees 
will be given in a separate report and no details need 
be given at this time. 


423 








It is further recommended to this House of Dele- 
gates that they communicate to their various con- 
stituent medical societies that there is a Blue Shield- 
Blue Cross Liaison Committee and that its purpose 
is to establish and maintain better relationships be- 
tween the Association and the Blue Shield-Blue Cross. 
The members of the Association are encouraged to 
present any problems which might arise between the 
members and Blue Shield-Blue Cross, as it has been 
the experience of the committee so far, that these 
can usually be resolved to the satisfaction of both 
groups. 


HENRY T. RUSSELL, M.D., 
Chairman for the Committee. 


April 8, 1959 


Doctor Gallaher announced that this report was in- 
formative and therefore did not require action by 
the House of Delegates. 


Doctor Gallaher then read to the Delegates the 
names of the members of the Medical School Liaison 
Committee, as had been requested in the morning 
session by Doctor Peter E. Russo, Oklahoma City. 


The Credentials Committee announced that a quo- 
rum was present at the reconvening of the opening 
session. 


Grievance Committee 


Doctor R. Q. Goodwin, Oklahoma City, member 
of the Grievance Committee gave the following re- 
port: 


Since the last meeting of the House of Delegates, 
the Committee has held four meetings. 


During this time, four complaints have been filed 
with the Committee. Two have been closed to the 
satisfaction of the complainant, and two are still 
pending. 


As to cause of origin, the four cases would be divided 
as follows: One case involved advertising, and the 
other three dissatisfaction with quality of care and 
attention given the patient. 


As the Committee has repeatedly stated, there 
would be little occasion for this Committee if phy- 
sicians at all times would maintain a close and human 
physician-patient relationship. 


Respectfully submitted, 
JOHN E. McDONALD, M_D., 


Chairman. 


This report, being an informative one, did not re- 
quire the action of the House of Delegates. 


Report on Medical Care for Recipients of 
Public Welfare Assistance Committee (D.P.W.) 


Doctor Mark R. Johnson, Oklahoma City, Chairman 
of this Committee gave the following report: 
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Report Period from May 5, 1958 to April 15, 1959 


Committee Organization 


Mark R. Johnson, M.D., Oklahoma City, Chairman 
Richard H. Burgtorf, M.D., Shattuck 

T. H. McCarley, M.D., McAlester 

George H. Garrison, M.D., Oklahoma City 

E. M. Gullatt, M.D., Ada 

Thomas E. Rhea, M.D., Idabel 


Formal Committee Meetings were held on: 


July 9, 1958 August 6, 1958 September 17, 1958 
November 5, 1958 December 3, 1958 January 2, 1959 
March 4, 1959 April 1, 1959 


The Committee was duly constituted and a quorum 
was present at each meeting. The elected Chairman 
presided at each meeting. Copies of the approved 
minutes are attached. 


During the report period it has been the committee’s 
pleasure to watch the gradual development and evo- 
lution of a unique program of medical care. It is 
unique not only in its scope and limitation, but it is 
also unique in being the first governmental financed, 
involuntary, insurance-type medical care program in 
which the members of the State Medical Association 
have participated. In other ways, the program is not 
unique: It does not have and probably should never 
have the unqualified endorsement of every physician 
who has had experience with it. It is not the solution 
to all the problems concerning the provision of med- 
ical care for the economically handicapped, aged and 
infirm citizens of the state. It is not a faultless pro- 
gram and it has not been entirely free of misapplica- 
tion. It has, at least to this point, been adequately 
financed and has, therefore, carried the inevitable 
temptations of a cornucopia. 


In general terms, the program has been a popular 
success currently carrying the endorsement of the 
legislature, the hospitals, the physicians and most 
importantly, the people. As is the case in most suc- 
cesses, however, and most particularly successful 
governmental adventures, a considerable amount of 
money is involved. Specifically, the medical care 
program carried out from August 1958 through March 
1959, has cost approximately nine million, seven hun- 
dred thousand dollars. This much money has been 
spent in the retirement of approximately one hundred 
forty thousand claims during the ten month period. 
Payments to physicians have averaged $50.80 per 
case and payments to hospitals $157.00 per case for 
an average of 9.4 days of hospitalization. Thus, phy- 
sicians have received 15.5% of this total expenditure 
while hospitals received approximately 42% of the 
total. Each month, some two thousand old age as- 
sistance recipients are provided slightly more than 
twenty thousand hospital days of care. 
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Current figures would indicate that the program is 
growing and if it continues to expand, may soon strain 
its economic reins. For example, payments to phy- 
sicians in March, 1959, were some 25% greater than 
those paid in March, 1958. The greatest relative 
growth in the program, however, has been scored by 
payments to nursing homes where recipients are in 
residence, the population of which has tripled since 
March, 1958. Also, the acceptance and payment of 
claims for in-home nursing care, which represents a 
new expense since the beginning of the fiscal period, 
has cost an additional one million six hundred forty- 
seven thousand dollars during the past ten months. 


In summary, ranking the payment categories to 
their order of expense, we find payments to hos- 
pitals ranking first, followed by payments to nursing 
homes and, in turn, followed by payment of claims 
for in-home nursing care. Of the six claim cate- 
gories, payments to physicians rank fourth, followed 
by payments for ambulance services and, occupying 
the position of least expense, payment to blood banks. 


However interesting or boring these figures may be, 
they do reveal trends and serve as guides in the 
development of policy. They remind us to ask, “how 
should the program grow?’’ ‘‘How should the pro- 
gram be limited?”’ ‘‘In what ways of efficiency and 
supervision can the value of the medical care dollar 
be protected?’’ Such are some of the questions with 
which your committee has worked during the past 
year. 


In July of last year, the chairman of the committee 
was named and appointed a member of the Profes- 
sional Advisory Committee to the Department of 
Public Welfare. Serving on both committees made it 
possible to continue good rapport and communication 
between the two groups. Program policies which had 
been developed and approved by the Medical Asso- 
ciation’s membership were expressed and generally 
followed by the Professional Advisory Committee. In 
turn, the recommendations and actions of the Ad- 
visory Committee were discussed and evaluated by 
this committee. In the broad sense, things have run 
smoothly. There have been times when the cold 
war seemed to warm up but there have also been 
times when it has dissipated into a mere chilliness. 
Paradoxically perhaps, the warmth seemed to be 
invigorating and the chilliness is considered a health- 
ful condition. 


In July of last year, your committee recommended 
the appointment and activation of a special commit- 
tee to study the prevailing structure and functions of 
the Crippled Children’s Commission with a view to- 
ward possible reorganization of its program. Also in 
July of last year, the committee recommended 1) 
That payments be made to physicians only upon the 
submission of a codeable diagnosis in the claim, 2) 
That medical care payments be allowed in surgical 
cases when separate skills are required, 3) That al- 
lowances for diagnostic consultations and pre and 
post-operative care be separated from the surgical 


June, 1959—Volume 52, Number 6 


fee and approved for payment in applicable cases, 
and 4) recommended the approval of medical care 
of fathers in the ADC category provided that ‘... 
no other resources were available for rehabilitation 
and if the recipients were selected and approved by 
the Vocational Rehabilitation Department and if after 
an appropriate period of convalescence from medical 
and/or remedial surgical procedures the recipients 
are removed from welfare roles.’ 


The latter problem was the subject of further de- 
liberation in the August meeting which was attended 
by Mr. Rader and Doctor Bielstein, Chairman of the 
Professional Advisory Committee. The objective of 
such a trial extension of the program, as outlined 
by Doctor Bielstein, was to provide a means of ob- 
taining remedial, medical or surgical care which 
would ultimately make it possible for the recipients 
to be gainfully employed. At that time, Mr. Rader 
stated that if such care were offered and refused by 
the recipient, he could be suspended and ultimately 
removed from the welfare roles. Subsequently, the 
following motion was approved: 


“This committee approve the extension of serv- 
ices to parents of the ADC families for the next 
six months in order to provide for free choice of 
physicians and free choice of hospitals, medical, 
and/or surgical correction of disease or defects 
subject to the following provision: 


Continuation of such a program beyond six 
months, beginning October 1, 1958, be dependent 
upon the extension of approval by the physicians; 
individuals who undergo such rehabilitation be 
removed from their status as recipients of wel- 
fare funds as permitted by law; that the Associa- 
tion committee receive a monthly report.” 


Subsequent action and member notification con- 
cerning the motion was referred to the discretion of 
the President of the State Medical Association. To 
date, the Committee has received no communications 
from the Department of Public Welfare indicating 
that such program has been executed, or is ready 
for execution. 


During its August meeting, the Committee was 
presented with the possibility that program costs were 
exceeding the available income and it was asked to 
formulate a recommendation for expenditure curtail- 
ment. Thus, it was recommended, that in the event 
of necessity, ‘“‘A deficiency adjustment be approved 
for all categories of expenditures in the welfare pro- 
gram, this to include medical care.’’ Perhaps in 
anticipation of events to come, the committee also 
recommended that the next area of development and 
underwriting be that of nursing home care and fa- 
cilities. 

During its several subsequent meetings, the com- 
mittee was called upon to reconsider its economy 


measure recommendation several times. This was 
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recessary apparently because the members of the 
Professional Advisory Committee did not feel that 
our previous recommendation had been constructive 
or positive or clear. It was pointed out that the 
Oklahoma State Hospital Association and the Okla- 
home Osteopathic Association had both requested 
their membership to exercise some sort of economy 
measures in their application of the program. These 
requests had been authorized and initiated by the As- 
sociation heads and publicly expressed in their pub- 
lications. The Professional Advisory Committee felt 
that the State Medical Association should take similar 
action. Your committee declined to make such a rec- 
ommendation feeling that ‘‘In view of the services 
that the Department of Public Welfare wishes to 
provide the recipients of public welfare funds, ad- 
ditional money should be provided if necessary for 
the maintenance and continuation of the present med- 
ical care program of the Public Welfare Department. 
If such monies were not available, the previously rec- 
ommended percentage deficiency adjustment be em- 
ployed.”” Eventually, additional funds became avail- 
able in the program and no financial emergency has 
yet developed. 


In September, Doctor Ben H. Nicholson attended 
the meeting and proposed a plan whereby the welfare 
medical care program could be transferred, for eco- 
nomic operation, to Blue Cross-Blue Shield. Later, 
after lengthy consideration and debate, the concensus 
held that it would be unwise to extend such an under- 
writing invitation at this time. This stand was sup- 
ported by the Council which also recommended con- 
tinued study and consideration of the basic propo- 
sition. The wisdom of such participation by Blue 
Cross-Blue Shield was editorially expressed by Doctor 
Nicholson in the State Journal and later the com- 
mittee published a reply which outlined the basic 
objections as viewed by the committee. 


In its September meeting, your committee made the 
following recommendation: 


“Each claim completed by a physician will state 
whether the claimant is under salary, contract or 
on retainer for the rendition of professional serv- 
ices by the hospital where the patient received 
his treatment. If under contract, or salaried or 
on retainer for such services, the claim be dis- 
allowed.”’ 


This recommendation was made in order to prevent 
duplicate payment for professional services by phy- 
sicians whose salaries are reflected in the per diem 
rates computed by employing hospitals and for which 
they receive reimbursement. This recommendation 
was forwarded to the Professional Advisory Commit- 
tee where it is still undergoing study and evaluation. 


In October, the committee approved a final recom- 
mendation pertaining to the Medical Association’s ac- 
tion in the eventuality of a financial crisis in the 
medical care program to wit: 


“. . . That the President of the State Medical 
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Association request each physician to simply de- 
crease the number of claims he submits for cases 
under his care. This would be a purely voluntary 
gesture which would not jeopardize the care of 
any eligible participant. Neither would such a re- 
quest indicate that the claim be subject to ques- 
tion. % 


Such a request expressed and publicized by the 
President of the Association will be made at his 
discretion. 


In the past several months, your committee has 
dealt with numerous problems of a relatively minor 
nature, and one problem which it feels is of major 
proportions. Since its endorsement of the entire med- 
ical care program, the Association has carefully 
avoided the development of a policing committee or 
reviewing authority, knowing full well that such dic- 
tatorial occupations are ultimately purely destructive. 
Part of each meeting is devoted to the review of 
cases where claims which have been submitted to the 
Department of Public Welfare appear to be improper 
or unreasonable. In some instances, physicians have 
been charged with abusing the program, a charge 
which we hold as generally untrue. In support of 
this contention, we cite the average hospital stay in 
August, 1958 of 9.6 days and compare it with the 
average hospital stay in January of 1959 of 9.4 days. 
Thus, in the largest measure, the program seems 
to be under good control and conscientious execution. 


However, in reviewing area and hospital statistics, 
including figures for immediate readmission rates, 
it is unquestionably clear that there are certain areas, 
certain hospitals. and thus certain physicians whose 
utilization rates are considerably above the average. 


In the opening remarks of this report, the welfare 
medical care program was referred to as unique. It 
seems prudent to reiterate this at the report’s con- 
clusion and point out that one of the most precious 
of these unique features is that the physician and 
his patient are the only initiating powers involved 
throughout the entire depth of the program. This 
feature emphasizes the need for extreme caution and 
good judgment on the part of each physician in con- 
sideration of each case. We must realize that a single 
case of gross misapplication in any given area could 
trigger popular repercussions which would reflect 
sorely upon our profession. Jointly, we must estab- 
lish safeguards and procedures to make certain that 
such unfortunate conflicts do not arise. Therefore, 
it is the final recommendation of your committee 
that all cases, which after careful review and consid- 
eration by the Professional Advisory Committee and 
the Medical..Association’s Welfare Medical Care Com- 
mittee do appear to represent excessive, unwarranted 
or illegal utilization of the program be referred to 
the Grievance Committee of the Oklahoma State Med- 
ical Association for further investigation and adjust- 
ment. 


For the Committee, 


MARK R. JOHNSON, M.D. 
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This report was considered to be both informative 
and to also contain 2 recommendation, therefore: 


Doctor Paul D. Erwin, Oklahoma City, moved that 
the report and the recommendation be accepted. This 
motion was seconded by Doctor C. M. Bielstein and 
carried. 


Industrial Health Committee 


The next report was that on the activities of the 
Oklahoma State Medical Association’s Committee on 
Industrial Health, given by T. H. Mitchell, M.D., 
Tulsa, in the absence of the Chairman, Kieffer Davis, 
M.D., Bartlesville. 


The Oklahoma State Medical Association’s Commit- 
tee on Industrial Health has had two formal meet- 
ings during the past year, as well as numerous ‘‘curb- 
stone consultations’? from time to time between its 
members. 


Unquestionably, 1958 has proved to be the most pro- 
ductive year of this Committee since its reactivation 
late in 1955. In the past, the Committee functioned 
primarily in the general area of orientation of its 
members and the establishment of a long range pro- 
gram of proposed activities and objectives. 


In the judgment of the Committee, our first and 
most important and expedient objective this year lay 
in the general area of liaison and education. Three 
avenues of approach have been embarked upon— 
namely: 


1. Liaison with other committes of the State Med- 
ical Association, with whom the Committee on In- 
dustrial Health may have common interests. 


2. Liaison with the Oklahoma University Medical 
School. In September, 1958, in compliance to a re- 
quest made by the Dean of the Medical School to the 
President of the State Medical Association, the Com- 
mittee on Industrial Health was designated as an 
advisory committee to the Chairman of the Depart- 
ment of Preventive and Occupational Medicine and 
Public Health. A very excellent relationship has been 
established and already many benefits have accrued 
to all concerned. 


3. In the general area of education, the Committee 
sponsored a scientific exhibit on occupational medi- 
cine at the 1958 annual meeting of the Oklahoma 
State Medical Association. At the last meeting, held 
early in 1959, some 16 ‘‘short and snappy”’ articles 
prepared by members of this committee and cov- 
ering various aspects of occupational medicine that 
might be of interest to the physician in private prac- 
tice, were submitted to the Editor of our State Med- 
ical Journal. It is planned that each edition of the 
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Journal this year will carry at least one of these 
stimulating articles. Tentative plans have been made 
for other committee activities in the educational area, 
such as participation in postgraduate seminars, pre- 
sentation of papers on Industrial Health before vari- 
ous meetings, etc., and these will be reported as 
they materialize. 


This report was informative and required no ac- 
tion by the House of Delegates. 


Report of Medico-Legal Committee 


The following report was given by Marshall O. Hart, 
M.D., Chairman of the Medico-Legal Relations Com- 
mittee: 


The Medico-Legal Committee is a new committee 
of the Oklahoma State Medical Association, which 
came about as the result of a recommendation pro- 
posed by the American Medical Association at its 
meeting in San Francisco in June, 1958. Our Presi- 
dent, E. C. Mohler, M.D., was there and was quite 
thoroughly indoctrinated. On his return home, he 
called to ask what I thought about an interprofessional 
code for Oklahoma. I hesitated, because at that mo- 
ment, there were some eleven cases in our county, 
representing in excess of four million dollars—the 
need was there, of course, but the possibility of ac- 
complishment was highly doubtful. 


Then Doctor Mohler no longer consulted me, but 
said, ‘‘you do it.’”” He appointed a committee and we 
got together and talked the matter over. We pro- 
cured from the A.M.A. every interprofessional code 
in the United States. We were very selfish in that 
we lifted from each of them the best, put them to- 
gether, attempted to improve them, and screened 
them very carefully before we approached the bar. 
We met with the President of the Bar Association, 
the President of the Oklahoma Hospital Association, 
a member of the Supreme Court of the State of 
Oklahoma, President of our County Society, Doctor 
McDonald, a legislative representative of the A.M.A. 
and others. We discussed with them what the ob- 
jectives were and unanimity of opinion followed. 


We then set about to get a meeting with a com- 
mittee appointed by the Bar. They appointed seven 
men to meet against our five. We got our tentative 
code adopted with almost complete adoption as rec- 
ommended to the bar. Following that, we felt a little 
more competent. We took it before the Council of the 
State Association. It was adopted there as written 
with a recommendation that the attorneys for the 
State Association approve it, which they did without 
change. 


The next move was to the House of Delegates of 
the Bar Association. The Code was read in its en- 
tirety to the House of Delegates of the Oklahoma Bar 
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Association in December, 1958. The Code was ap- 
proved as written and published in the Bar Associa- 
tion’s Journal. 


Doctor Hart moved that the interprofessional code 
as published in November, 1958, in the Oklahoma 
State Medical Journal be approved as written. Doc- 
tor William T. Gill, Ada, seconded the motion which 
carried. 


Medico-Legal Interprofessional Code 
Oklahoma State Medical Association and 


Oklahoma State Bar Association 


WHEREAS, The American Medical Association at 
its annual meeting in San Francisco, California, June, 
1958, and the American Bar Association at its annual 
meeting in Los Angeles, California, August, 1958, 
adopted resolutions that interprofessional codes of 
understanding and cooperation be formulated by the 
State and County units of their respective associa- 
tions, and: 


WHEREAS, the Oklahoma Medical Association and 
the Oklahoma Bar Association have appointed com- 
mittees to work together in the preparation of an In- 
terprofessional Code: 


NOW, THEREFORE, the respective committees of 
each association have examined _interprofessional 
codes of other States and have thoroughly discussed 
the issues individually and jointly; 


NOW, THEREFORE, the committees of each as- 
sociation do submit the following as the Interpro- 
fessional Code of Oklahoma and recommend approval 
of it by the Oklahoma Medical Association and the 
Oklahoma Bar Association. 


Marshall O. Hart, M.D., Robert D. Looney, Chm. 
Chm. John B. Doolin 
Tom Hall Mitchell, M.D. John H. Gurley 
Earl McBride, M.D. M. C. Kratz 
S. N. Stone, M.D. Gomer Smith, Jr. 
Andrew C. Wilcoxen 
Bill Wilson 


Preamble 


The current code of ethics of the medical profes- 
sion and the cannon of ethics of the Bar are hereby 
adopted by reference as though set out herein. The 
professions of law and medicine owe a mutual co- 
operative duty to the courts and the American people. 
That duty and obligation is better executed when 
each profession has and exercises respectful under- 
standing and cooperation. Justice is, and must al- 
ways be our mutual goal, unhampered by ignorance, 
laziness, incompetence, perjury or self service at 
the expense of justice. 
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Basic Considerations 


We recognize as basic that the ethical code of both 
professions must be adhered to; that freedom of choice 
for patient or client applies both to physicians and at- 
torneys. We further recognize that an honest coop- 
erative attitude is needed within each profession for 
the members thereof and that the greatest element 
necessary to the success of this interprofessional code 
is the exercise of the Golden Rule intraprofessionally 
by both physicians and attorneys. Emotional insta- 
bility, egotistic self service, incompetence, flamboyant 
exhibitionism, dictatorial dominance, wreckless and 
careless disregard for truth are likewise foreign and 
inimical to our mutual objective. The oath is a 
serious solemn vow not to be taken lightly nor 
handled carelessly. Justice, being our mutual goal, 
must never be sacrificed to satisfy personal con- 
venience or monetary whims. Every litigant is en- 
titled to his day in court, equal opportunity to present 
his claim unhampered by personal convenience or 
financial status. The physician is not a partisan in 
litigation and is devoid of bias, prejudice and personal 
interest and the attorney is the advocate representing 
his side of litigation to the best of his ability with 
an object of justice. 


Medical Reports 


Justice demands that all evidence necessary to 
establish the merits of litigation be available to the 
court and jury. The fact that it may be difficult to 
procure or inconvenient to present is no acceptable 
excuse for failure to do so. The attorney will pre- 
pare authorization and waiver for release of infor- 
mation signed by the patient client and present this 
to the physician. This request with waiver will spe- 
cifically designate the information desired. Where 
office records, history and physical, diagnosis, treat- 
ment, x-rays, electrocardiograms, electroencephalo- 
grams, blood, urine, and prognosis are desired the 
request and/or waiver will so state. Inspection of 
original office records and photostatic copies of the 
same shall be furnished upon written request where 
the attorney assumes the necessary financial obliga- 
tion. The physician on request with waiver duly signed 
by the patient client will furnish the requested in- 
formation. A reasonable time will be given for this. 
Consideration will be given to the convenience and 
time of the physician. Copies of other medical re- 
ports may be made available to the examining phy- 
sician by the attorney. 


Conference 


The ends of justice are better served when there is 
mutuality of understanding between attorney and 
physician. Conferences at different stages of liti- 
gation including pre-trial are recommended. Con- 
ference between attorney and physician should pre- 
cede request for reports, subpoena and court testi- 
mony. Arrangements for the conference by the at- 
torney should be scheduled to best serve the con- 
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venience and conserve the time for both attorney and 
physician. The attorney will not attempt to influence 
the physician in any manner concerning examinations, 
reports, or the subject matter thereof. 


Subpoena 


The subpoena is a legal process to compel the at- 
tendance at court as a witness. Subpoena duces 
tecum is a subpoena ordering the witness to bring 
with him books, documents, office records, or other 
evidence described in the writ. The subpoena is a 
necessary and indispensable writ of justice. The phy- 
sician will accept same and comply with its request. 
A physician may appear as a witness by agreement 
with the attorney or he must appear in response to 
a subpoena. The attorney, when he first finds it 
necessary to have a physician subpoenaed, should 
contact the physician beforehand telling him of the 
subpoena and explaining the necessity thereof. The 
subpoena of a medical witness, expert or otherwise, 
without notice, conference, and attempted understand- 
ing and agreement as to compensation, will be con- 
sidered improper conduct. 


Medical Testimony—Expert 


In many cases of litigation, especially personal in- 
jury, psychiatric and post morten, justice requires 
the procurement and presentation of expert medical 
testimony. The Oklahoma State Medical Association 
will be cooperative in this matter of helping provide 
for all litigants the availability of expert medical 
testimony. The primary responsibility for this rests 
with the attorneys, but should they for any good and 
sufficient reason be unable to procure same, the Okla- 
homa State Medical Association will on written re- 
quest cooperate to secure and furnish the names of 
qualified experts who will examine the client, make 
necessary reports and testify if necessary. Proper 
necessary conference and arrangements will be made 
by the attorney. In all cases, the convenience of 
the physician, the time and expense required to ade- 
quately perform the duties of the expert, and agree- 
ment in every particular concerning same must be 
reached. The medical expert is not an advocate, that 
being the exclusive role of the attorney, and he will 
therefore confine his remarks to his knowledge of 
the medical facts and opinion. Conference between 
physician and attorney should always be held in 
litigation requiring medical participation. The phy- 
sician should be courteous to the cross-examiner, and 
vice versa. The dispatch of justice by the courts 
cannot be governed by the convenience of litigants, 
attorneys, witnesses, professional or otherwise. The 
physician is admonished to use language understand- 
able to the jury avoiding, as much as possible, scien- 
tific terms and, where they must be used, explain 
their meaning in terms understandable to the jury. 
The attorney should not require the physician to wait 
around the court house before testifying. The attorney 
will, when possible, use expert witnesses out of term 
in order to facilitate. In testifying, the physician 
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must answer questions as concisely and objectively 
as possible, avoid bias favoritism or personal inter- 
est. Emotional flairs have little or no value in court; 
they lower the dignity of the proceeding and hinder 
the cause of justice. The examination of the medi- 
cal witness should be conducted in a dignified and 
respectful manner. The relationship of attorney and 
physician should be founded on mutual respect, tol- 
erance, courtesy, and candor. A physician should not 
advise on the monetary amount of damages a pa- 
tient should seek to recover. Where any verified, 
written complaint is made by a member of either 
profession and where medical testimony or reports 
are at a wide variance, enough to raise the question 
of bias, prejudice, incompetence, perjury, or ignor- 
ance, this will, if thought necessary, be presented to 
the committee of the whole for proper evaluation and 
disposition. It is recognized that there can be honest 
competent difference of opinion. Whenever possible, 
the physician shall be placed on telephone call to 
minimize time loss in court. The attorney shall not 
abuse, badger, browbeat nor humiliate any witness 
including a physician. 


Compensation 


Physicians shall never participate nor testify on 
a contingent fee basis. His fee, nor the amount 
thereof, shall not be influenced by, nor dependent 
upon the outcome of the litigation. The attorney may, 
and frequently does, represent his client on a con- 
tingent fee basis. A reasonable charge to the pa- 
tient or attorney by the physician may be made for 
conference, examinations, preparation and rendition 
of reports, review of office and hospital records and 
research of authorities, where necessary. If settlement 
is had at any stage of litigation, the attorney will 
use his efforts to secure payment of the physician’s 
fees. Primary responsibility for the fee is the pa- 
tient litigant. The fee shall be in accordance with 
the prevailing practice in his community for a 
similar service. The physician may elect to wait 
for his fee, reduce it, or cancel it altogether, but it 
must not be contingent nor subject to fluctuation on 
the amount of recovery. The attorney will do every- 
thing ethical and reasonable to see that the physician 
is paid for his services and no charge shall be made 
to the physician for this service. The attorney, in 
dispensing money on settlement or after judgment, 
has an obligation to use his efforts to secure payment 
of the physician’s fee. If the client refuses payment, 
the attorney should notify the physician promptly. 
The attorney, in a proper case, may advance pay- 
ment to the physician as a reimbursable expense. 
At the time of his employment, the attorney may 
request authorization and assignment of his client 
for the payment of any and all medical fees in con- 
junction with the litigation, and that this assignment 
constitutes a lien on any settlement or judgment. 
A reasonable expert witness fee is a proper and 
necessary item of expense in litigation involving 
medical facts. When an attorney causes a physician 
to be subpoenaed to appear in any legal proceeding 


429 








as an expert witness, the attorney will timely ap- 
praise the physician of the subpoena before service 
and shall take action requesting the court, if neces- 
sary, to allow compensation for services of an ex- 
pert witness. In the matter of depositions, confer- 
ence and agreement will be had by the attorney as 
to time, place and payment. 


Joint Medical Legal Committee 


The Medical and Bar Associations of the State of 
Oklahoma shall each appoint five members from their 
membership, who shall jointly constitute the com- 
mittee. It is recommended that, when adopted by 
each profession, the committee membership terms 
be staggered from one to five years; that the com- 
mittee meet quarterly, or as often as circumstance 
warrants; and that a quorum of the committee shall 
be three members of each profession; that minutes 
of the meetings be kept and an annual report made 
to each profession at its annual meeting; that chair- 
manship be elective and alternate between the pro- 
fessions. The joint committee shall: 


(a) Diligently work for a better and improved re- 
lationship between the medical and the legal 
professions. 


(b 


Work with the courts to improve the adminis- 
tration of justice. 


(c) Cooperate to the end that all litigants will have 
their day in court, unhampered by financial 


status, race, creed or religion. 


(d 


Consider verified written complaints from either 
profession, attempt to harmonize them and, 
where circumstances justify, refer same with 
or without recommendations to the grievance 
or other appropriate committee or body of one 
or both professions for consideration. 


Promulgate such procedures or suggestions as 
found necessary to make effective the objectives 
of the Committee. 


(e 


(f) Report annually to each profession the work of 
the Committee, with any recommendations for 
improvement. 


Enactment 


This code of cooperation between the medical and 
bar associations of the State of Oklahoma shall be- 
come effective on adoption by the House of Dele- 
gates of the respective professions and signed by the 
Presidents of each. 


Rural and School Health Committee 
A report on the activities of the Rural and School 
Health Committee was given by the Chairman, C. W. 
Arrendell, M.D., Ponca City. 
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As you know, the Rural and School Health Com- 
mittee has sponsored several rural health conferences 
during the past years, but very little has been done 
in the school health field. Since many believe that 
the rural health conferences have out-lived their use- 
fulness and since the school health area has been 
neglected, your committee decided to promote an 
activity which would make a significant contribution 
to the health care of the young citizens of Oklahoma. 


After exploring several alternatives, your commit- 
tee decided to conduct a conference on athletic in- 
juries. In the initial planning stages of such a con- 
ference, it was discovered that a similar effort was 
being made by the Oklahoma Chapter of the American 
College of Surgeons. The College representatives were 
subsequently contacted and a joint meeting was held 
at the OSMA offices on January 28 to discuss possible 
joint sponsorship in this area. Representatives from 
the Oklahoma High School Athletic Association, the 
Oklahoma Association of School Administrators and 
the Oklahoma High School Coaches Association were 
also in attendance. 


At this first meeting, the discussion was of a gen- 
eral nature, but it was agreed that there was merit 
in a combined effort along these lines and the rep- 
resentatives of the various groups carried the pro- 
posal back to their organizations for approval. 


On April 3 and 4, 1959, the Deparament of Ortho- 
pedic Surgery at the Medical School, the College of 
Surgeons and the OSMA sponsored a conference on 
athletic injuries, which was primarily conceived on 
a professional plane. At the April 4 session, how- 
ever, the scientific program gave way to much group 
and panel discussion concerning the general improve- 
ment of health care in the field of high school ath- 
letics. Again, representatives from the school or- 
ganizations were asked to attend and they were able 
to contribute much to the discussion of the many 
problems involved. 


On the same afternoon, the physicians and school 
groups met again at the Association offices for fur- 
ther consideration of a continuing program to im- 
prove the standards of health care for high school 
athletes. It was decided at this meeting that intro- 
ductory presentations would be made during the an- 
nual meeting of the School Administrators Associa- 
tion and during the Annual Coaches Clinic. Respon- 
sibilities for carrying out the overall medical phase 
of the program were divided between the School 
Health Committee and the College of Surgeons, with 
the School Health Committee agreeing to promote the 
stimulation and organization of improved health care 
programs for high school athletes at the local level, 
and the College of Surgeons undertaking an educa- 
tional campaign on the prevention and treatment of 
athletic injuries. The overall program will be con- 
ducted as a cooperative endeavor between physicians, 
administrators and coaches. It will not be assumed 
that any one of the three groups shall have the sole 
authority in this field, since each will undoubtedly 
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have much to contribute to an effective program. 


The Association Committee will meet at the close 
of this House of Delegates session to develop further 
details as to a specific program which we hope to 
take to the school superintendents, high school coaches 
and county medical societies. This should and will 
be a continuing program that will start small at first, 
then develop in accordance with the response re- 
ceived. The basic objectives of any such program 
will be to offer guides and assistance to communi- 
ties in the developing of improved athletic injuries 
phase of the venture. 


Your committee sincerely feels that a real oppor- 
tunity exists on this subject and that the state and 
county medical societies cannot only provide a needed 
service to our high school athletes but, at the same 
time, can reap much good will in every community 
of the state. 


It is hoped that the House of Delegates will condone 
and endorse this program for the succeeding year 
and that county medical societies will be encouraged 
to work with the stat ecommittee in the conduct and 
the realization of these ideas. 


For the Committee, 


C. W. ARRENDELL, M.D. 


The Speaker advised that this report was informa- 
tive and therefore did not requite action by the 
House of Delegates 


Health Care of the Aged 


The Health Care of the Aged Committee Report 
was given by Hayden M. Donahue, M.D., Chairman 
of the Committee. 


The Problem 


Increased longevity and basic social and economic 
changes during the past fifty years have contributed 
to the creation of a tremendous problem in regard 
to the health and welfare of our aging and aged popu- 
lation. These changes have embarked the United 
States into a new era; an era where a significantly 
large segment of our population is falling within the 
over-sixty-five age group. The productive force of 
our economy is proportionately decreasing while the 
young and the old groups are multiplying at a ram- 
paging rate. 


Medical advancements that have decreased child- 
hood death rates and materially prolonged life ex- 
pectancy have inadvertently contributed to this prob- 
lem. Since 1900, over twenty-eight years have been 
added to our life expectancy in the United States. 
Continued medical progress promises an even greater 
extension of life in the years to come. 


At the same time, other changes in the develop- 
ment of our economic system have left their marks 
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on the changing pattern of life. The close-knit family 
has been dispersed by improved transportation and 
mass migration of rural individuals and families to 
centralized market and manufacturing areas. It is 
difficult to find a farm home where the productive 
second and third generations take care of their elderly 
relations in the traditional manner. Exodus to city 
apartments and five room housing developments has 
made an economic burden of what used to be a con- 
venient and cherished privilege. 


Mechanization and the centralization that accom- 
panied it has joined forces with increased longevity 
to create an overwhelming problem in regard to the 
economic and physiological health of our senior 
citizens. 


The problem has not gone unnoticed in legislative 
circles. Welfare programs have magnified beyond 
speculations and, recently, the Forand Bill and simi- 
lar proposals threaten to provide federally-financed 
health care for the aged groups. Unless a unified 
effort is soon started to correct an apparent unmet 
need by providing adequate care for our aged through 
private sources, public pressure will open the social- 
istic floodgates to our people in Congress. 


Despite the strong allies that medicine has in op- 
posing the passage of the Forand Bill, it is not enough 
to pit force against force on this particular issue; 
the Forand Bill is a product of the problem, and its 
defeat is not a cure to its cause. 


A.M.A. Recognition 


Several years ago, the American Medical Associa- 
tion activated a Committee on Aging and set about 
the task of stimulating interest in this newly-recog- 
nized problem among other medical groups. Although 
there was much talk and writing on the subjects of 
aging and the aged, official medical society recog- 
nition of problems in this area was slow to develop. 

Not until September, 1958, did a concerted national 
and local program get underway. At that time, the 
Council on Medical Service of the A.M.A. sponsored 
a Planning Conference on Medical Society Action in 
the Field of Aging. The theme of this conference 
was “To develop effective responses to the growing 
challenges in aging which face medicine and to co- 
ordinate present and future medical society activi- 
ties at national, state and local levels.’’ 


Forty-six state medical associations, the District of 
Columbia, twenty-seven state health departments and 
nine county medical societies were represented at this 
meeting. Outstanding national authorities outlined all 
aspects of the crisis of an aging population, and a 
forceful A.M.A. plea was voiced for state and county 
cooperation in a nationwide program. A six point 
policy statement was issued at this time, under the 
title, ‘‘A Blueprint for the New Era of Aging.’’ These 
points were as follows: 


1) Stimulation of a realistic attitude towards aging. 


2) Promotion of health maintenance programs and 
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wider use of restorative and rehabilitation serv- 
ices. 


3) Extension of effective methods of financing health 


care for persons over 65. 


4 


Expansion of skilled personnel training programs 
and improvement of medical and related facili- 
ties for older people. 


Amplification of medical and socio-economic re- 
search in problems of the aging. 


or 


fr} 


Leadership and cooperation in community activi- 
ties for senior citizens. 


In December, 1958, the A.M.A. House of Delegates 
amplified point number six when they called upon 
state societies to promote the local development of 
voluntary health insurance programs and/or prepaid 
plans for this age group. They further asked that 
physicians agree to reduced fees which would per- 
mit a low monthly premium, in keeping with the 
recipient’s ability to pay. 


Enter OSMA 


Oklahoma was represented at this September meet- 
ing by the largest state delegation. Our representa- 
tives were so impressed with the magnitude and se- 
verity of this problem that the Oklahoma State Med- 
ical Association immediately set a Committee in ac- 
tion at the state level. 


The OSMA Health Care of the Aged Committee was, 
at first, overwhelmed by the complexities of the 
multi-faceted problem. It was finally agreed that 
effective coverage of all aspects of aging would re- 
quire a central committee to control the overall di- 
rection of the program and sub-committees to study 
and evaluate specific areas of the aging problem. 
Consequently, five sub-committees were formed to 
cover the following subjects: 


1) Insurance and Retirement 

2) Nursing Homes 

3) Public Health and Home Care 
4) Rehabilitation and Restoration 


5) Research 


In the beginning of committee activity, it was ob- 
served by all concerned that the first step should be 
to define the need in these various areas, and second- 
ly, to isolate inequities in the care of the aged and 
make corrective recommendations. It was also 
agreed that it would be unwise to immediately en- 
courage the creation of county society activities until 
such time as a definite overall state program could 
be outlined in detail. 


While the fact-finding studies were underway, how- 
ever, your committee decided to launch a general 
educational campaign through the Journal of the 
OSMA. Special articles by sub-committee chairmen 
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were started in the March issue. These articles are 
designed to acquaint the profession with the basic 
issues rather than offer solutions. 


Progress of Sub-Committees 


Measurable progress of the sub-committees has 
been slow to develop in spite of a tremendous amount 
of work contributed by the committee members. The 
fact-finding stage of any program of this magnitude 
is necessarily slow, methodical and laborious. In- 
teresting information is being uncovered, however, 
and it should not be too long before a comprehensive 
analysis can be presented along with specific plans 
of action for initiation at state. county, and com- 
munity levels. 


In the meantime, a brief sketch of sub-committee 
activities can be presented at this time. 


Insurance and Retirement 


This group, chaired by Earl D. McBride, M.D., is 
undertaking a twofold effort. First, to study the 
company retirement policies in Oklahoma in light 
of educating employers to be cautious of any system 
of chronological retirement. The Committee has ob- 
served that altogether too many useful citizens are 
being forced into non-productivity and the unneces- 
sary downgrading of their standards of living because 
of arbitrary and antiquated retirement policies. 


Secondly, this committee has discovered a great 
need to extend voluntary health insurance and pre- 
paid plan coverage to those over sixty-five. If such 
is done and if it is offered to these people at a price 
within their reduced budgets, much will be accom- 
plished toward averting the need for Forand-type 
legislation. 


This committee has worked with the Blue Cross- 
slue Shield Liaison Committee in preparing a report 
along this line for presentation to this House of 
Delegates. 


Nursing Homes 


This Committee, chaired by S. C. Shepard, M.D., 
has recognized the nursing home as a basic com- 
ponent in the realm of patient care facilities and 
an outgrowth of the complex economic, medical and 
social structure of our society. 


Studies in this area have also revealed that this is 
a new industry which is, at the moment, suffering 
growing pains and in great need of help from the 
profession and allied organizations and agencies in 
raising standards and establishing a secure place 
in the health community. At the present time, Okla- 
homa has 378 licensed nursing homes, containing a 
total of 6,378 beds, and 142 rest homes, having 1,102 
beds. While much progress has been made in raising 
standards through licensing procedures, there is ap- 
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parently much to be done to bring the quality of 
such care up to an optimum level. 


In addition to assuring adequate, yet realistic li- 
censing requirements, the Committee must concern 
itself with: 


1) The distribution of nursing homes; 


2) The improvement of the economic position of 
nursing homes so that improved standards can 
be realized; 


3) A closer working relationship between nursing 
homes, physicians, and other health facilities. 


A coordinated effort embracing higher standards, 
alertness to new problems, and the willingness to un- 
derstand and assist in overcoming these problems is 
essential to a progressive, well-balanced program 
for the care of the aged, chronically ill and conva- 
lescent patients. 


Home Care 


Under the direction of John W. DeVore, M.D., this 
group is in the process of forming recommendations 
for the increased stimulation of the use of home care 
and community programs in caring for the aged. 


Adult education and recreation programs, visiting 
nurse services, homemaker’s services and hot food 
programs are but a few of the ideas being explored 
as means of providing improved care to the elderly, 
either in or near his home. Suggested sponsoring 
groups for such activities include civic and fraterna! 
clubs, Y.W.C.A.’s, Red Cross, Churches, and the Sal- 
vation Army. 


The Committee hopes to have suggested guides for 
the creation of such activities prepared in the near 
future. Upon completion, the guides will be dis- 
tributed to county medical societies to receive their 
judgment concerning local implementation. 


Another future project of this committee will be to 
direct a study of the facilities for care of the aged 
throughout the state and prepare a guide to such 
services for distribution through county medical 
societies. 


This committee strongly feels that there is great 
room for improvement in the care of the aged by 
the creation of such inexpensive home care and com- 
munity programs as mentioned. Early discharge of 
hospitalized patients may often be accomplished by 
such programs in lieu of relegating the patient to a 
nursing home bed. 


Rehabilitation and Restoration 


Social isolation of the aged, either within or outside 
the family, may be in part the result of some dis- 
ability or handicapping illness. The responsibility for 
investigating this area of the aging problem has been 
assigned to Herbert Kent, M.D., and his committee. 


The lack of financial resources may predispose the 
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aged to illness, inadequate diet, poor housing and 
other factors. The same lack can also account for 
failure to obtain early rehabilitation. All of these 
factors merit further study by the profession. 


In order to focus attention on the rehabilitation 
and restoration services in Oklahoma, the following 
steps were undertaken by the committee: 


1) Definition of an aged patient. 


2) Survey of the aged population and present fa- 
cilities for the aged. 


3) A uniform physical medicine and rehabilitation 
program. 


4) A spectrum of unmet needs. 


5) Education and personnel requirements for re- 
habilitation. 


6) Research goals for the aged. 


To implement this project, assignments were given 
to individual committee members and they are now 
working along suggested guidelines. 


To date, the findings in regard to the investigation 
of facilities that might be of help has been disappoint- 
ing. At the present time, there are no specific serv- 
ices in Oklahoma that are especially organized for 
the aged. Only one agency, as far as can be de- 
termined, provides any aid by law, and this is through 
the Department of Public Welfare for qualified indi- 
viduals only. 


In the interest of thoroughness, however, a state- 
wide, comprehensive survey of rehabilitation services 
is being conducted. A questionnaire is being directed 
to (1) agencies, institutions or facilities, (2) physi- 
cians and, (3) the aged patient. 


The completion of this survey and the information 
gained from the other fact-finding activities should 
pave the way for some concrete recommendations 
in the near future. 


Research 


The Committee pursuing this place of the overall 
problem is chaired by Leonard P. Eliel, M.D., of the 
Research Foundation, Oklahoma City. Doctor Eliel’s 
committee reports that there appears to be adequate 
geriatric research underway at the present time. A 
report of these research activities is being completed 
at the present time. 


Present plans are for this committee to assure 
that the members of the medical profession are kept 
acquainted with such research projects and findings. 


White House Conference 
Another project of the central committee involves 


participation in a state Pre-White House Conference on 
Aging. 


During the last session of Congress, a bill was 
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passed which provided for a White House Conference 
on Aging to be held in Washington in 1961, and, at 
the same time, made provisions for $15,000 grants to 
each state to conduct similar conferences or studies 
in preparation for the national meeting. 


Your committee was first tempted to divorce itself 
from this government-sponsored program. Upon fur- 
ther reflection, however, it was decided that medical 
withdrawal would not prevent the occurrence of such 
a program, but would merely permit domination of 
Oklahoma’s participation by pressure groups of a 
different philosophy. 


For that reason, your committee requested Gover- 
nor Edmondson to direct this grant to the Extension 
Division of the University of Oklahoma, where it was 
felt that an impartial, statewide study could most 
likely be made. 


It was also requested that this project be a study 
rather than a conference since we are dealing with 
too many unknowns. The Governor was also pre- 
vailed upon to see that the study was made under 
the direction of a steering committee, upon which 
the medical profession would have ample representa- 
tion. It is our understanding that such an arrange- 
ment will be forthcoming. 


Summary 


During the relatively short time that this committee 
has been engaged in the study of present and future 
problems associated with the aging and aged seg- 
ments of our population, it has become alarmingly 
evident that organized medicine is standing on the 
threshold of a severe test. Organized labor is vo- 
ciferously supporting the passage of the Forand Bill 
and the main political parties have begun cultivating 
friendship of the one voter out of four who is in the 
over-sixty age group. 


Within the next few days, if not sooner, political 
and public pressure will demand a federal program 
to finance the care of the aged. When and if this hap- 
pens, fifteen million persons will join the ranks of 
the regimented for want of an alternative. 


In the meantime, an effective alternative can be 
provided; an alternative designed upon the principles 
of individual and local responsibility. The elderly 
can be offered a chance to preserve a small share 
of their independence, without sacrificing their health 
or welfare. 


Medicine is thereby presented with a unique chal- 
lenge. If this challenge is answered with a pro- 
gram of positive action, we can accomplish our civic 
duty and play a vital role in the direction of our 
destiny. 


Much needs to be done and there is little time left. 
Your committee, therefore, finds it imperative to 
recommend that the work undertaken be continued 
and given a high priority in the overall association 
program. 
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Your committee does not stand alone in working 
toward a solution to the problem of the aged. As a 
postscript to this report, it is significant to note that 
the American Medical Association Committee on In- 
digent Medical Care is chaired by John F. Burton, 
M.D., Oklahoma City. 


The report being informative, required no action of 
the House of Delegates. 


Report on Health Insurance for 
Senior Citizens 


Doctor Hayden H. Donahue reported that the Com- 
mittee did not feel that they had time, prior to the 
House of Delegates meeting, to present an adequate 
program with minute details, but offered the follow- 
ing report and recommendations: 


This committee is a composite group that has 
drawn its members from the Blue Cross-Blue Shield 
Liaison Committee and the Health Care of the Aged 
Committee. The two committees have been working 
jointly to evaluate the propriety of developing health 
insurance plans for the over sixty-five age group. 


Before reporting on the activities of this Committee 
Mr. Chairman, it seems necessary to digress for a 
moment and briefly discuss some of the problems 
which have brought about the creation of this Com- 
mittee and contributed to the recommendations to be 
made before this House of Delegates. 


Organized medicine has long served as a vanguard 
of free enterprise throughout the socio-economic de- 
velopment of our country. On several occasions, it 
has become necessary for physicians to rise col- 
lectively and successfully present an organized front 
against governmental intervention into the field of 
health economics. These victories have represented 
battles won and not wars won, for the war against 
strong central government is one of a chronic nature 
that will permit little rest for those who seek to pre- 
serve or reclaim a proper balance between govern- 
mental health programs and private enterprise. 


American medicine has all too frequently been ac- 
cused of a negative attitude toward any changes in 
the methods of providing high quality health care to 
our citizens. Such statements are in error—changing 
health needs and the challenges presented thereby 
have been met with constructive action; action that 
has been founded upon sounder principles than those 
offered by federal planners. 


Despite concerted efforts to maintain a sensible ratio 
between government and private enterprise, piecemeal 
legislation has established an alarming trend in the 
methods of financing health care. Each session of 
Congress sees more health bills introduced and more 
passed—and each new law swings the pendulum 
farther away from the free enterprise medical care 
system. Each year, more and more of our citizens 
fall victim to health care regimentation and sacrifice 
another one of their rights to be individuals. 
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Again we are faced with a new challenge! For 
two successive congressional sessions, the passage of 
the Forand Bill has hung ominously in the balance. 
it was stopped in committee in 1958 and will likely 
fail again this session. But informed sources look 
ipon these blessings as merely reprieves—reprieves 
that will not be extended past 1960 and 1961! 


Briefly, the Forand Bill will provide medical, dental, 
hospital and nursing home care for about fourteen 
million social security recipients who are over age 
sixty-five. The cost of a maximum of sixty days 
hospitalization and a subsequent maximum of one 
hundred twenty days nursing home care during any 
iwleve month period would be paid from the 0.A.S.I. 
Trust Found. To secure funds, it would be neces- 
sary to increase the tax rates to the extent that the 
self-employed group would pay 7%% of the first 
$4,800 income by 1969. 


None of us will agree to such a legislative solution 
to a health problem. Yet, it would be difficult to 
argue that there is not a great need for more ade- 
quate machinery to enable our elder citizens to finance 
high-quality care—particularly when we look past the 
immediate problem and see a future of increasingly 
large numbers of elder citizens. In addition to the 
fourteen million presently over age sixty-five, there are 
an estimated twenty-two million persons over sixty. 
The combined total amounts to one-quarter of the 
voting population of the country! 


From 1900 to 1950, the population doubled and the 
number of people age sixty-five quadrupled. There 
is little reason to believe that this trend will not 
continue—some predictions estimate that, ten years 
from now, over one-half of the population will be in 
that particular age group! We are rapidly becoming 
a nation of the young and the old! 


With an expanding aged population facing us and 
with the immediate threat of Forand-type legislation, 
it seems evident that medical men and other believers 
in free enterprise must take positive steps for the 
present and future care of our aged. It now seems 
apparent that medicine must deliver a counter-punch 
to government-financed health care by developing a 
voluntary financing system that will destroy the 
need for government intervention. 


Recognizing these problems, and the role that or- 
ganized medicine has played in the development of 
prepaid health plans and voluntary health insurance, 
the American Medical Association House of Delegates 
took the following action at the December, 1958, meet- 
ing in Minneapolis: 


‘For persons over sixty-five years of age with 
reduced incomes and very modest resources, it is 
necessary immediately to develop further the vol- 
untary health insurance or prepayment plans in a 
way that would be acceptable both to the recipi- 
ents and the medical profession. The medical pro- 
fession must continue to assert its leadership and 
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responsibility for assuring adequate medical care 
for this group of our citizens. 


‘“‘Therefore, the Council on Medical Service rec- 
ommends to the House of Delegates the adoption 
of the following proposal: That the American Med- 
ical Association, the constituent and component 
medical societies, as well as physicians every- 
where, expedite the development of an effective 
voluntary health insurance or prepayment pro- 
gram for he group over sixty-five with modest 
resources or low family income; that physicians 
agree to accept a level of compensation for medi- 
cal services rendered to this group, which will 
permit the development of such insurance and pre- 
payment plans at a reduced premium rate.” 


In conformance with the A.M.A. action, the OSMA 
committees, already concerned with the problems of 
the aged, held a series of joint meetings in this re- 
gard. During these meetings, the joint group dis- 
cussed a variety of alternate plans to meet the health 
cost problem for this age segment. Finally, the 
need for a cautious approach to this problem con- 
flicted with the time element and it was decided that 
the proposal to this House of Delegates would be 
based upon certain principles rather than on the sub- 
mission of a specific program. 


The group, therefore, approved the following mo- 
tion which it now respectfully offers for your consid- 
eration: 


“It is recommended: 


1. That a service-type health insurance program be 
approved for the sixty-five and over age group. 


2. That service benefits be offered to those whose 
income and net worth fall below approved ceil- 
ings, with $6,000 as the suggested income ceiling. 


3. That it be stipulated that the following points be 
taken into account in the development of such a 
service contract: 


A. Physicians and hospitals are to be offered 
the best possible fees, in keeping with a sale- 
able premium. 

B. After allowing ninety days following the an- 
nual meeting for the development of the pro- 
gram, a special meeting of the House of Dele- 
gates will be called to ratify, reject or modify 
the proposal.”’ 


At the conclusion of the report on Health Insurance 
for Senior Citizens, Doctor Gallaher asked the House 
for the disposition of the recommendations contained 
in the report. 


Doctor Joe L. Duer, Woodward, moved that the 
recommendatiens contained in the report be adopted. 
The motion was duly seconded. 


Further discussion was held and Doctor L. H. Ritz- 
haupt, Guthrie, made the following substitute motion: 


That the word “‘service-type’’ (Item I of Recommen- 
dation) be changed to ‘indemnity or voluntary,”’ and 
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that Item 1 be divided into two sub-divisions, and 
would now read as follows: 


1. That an indemnity or voluntary health insurance 
program be approved for the sixty-five and over 
age group: 


A. Who benefit by the Social Security Act. 


B. Who are on the Public Welfare Rolls because 
of total disability. 


This motion was seconded by W. T. Gill, M.D., 
Ada, but failed to pass when put to vote by the House 
of Delegates. 


After the substitute motion made by Doctor Ritz- 
haupt was defeated, a discussion of the report en- 
sued. The Speaker called for questions or further 
discussion, and reviewed the original motion of Doc- 
tor Duer’s and a vote was taken. 


The motion carried and the recommendations con- 
tained in the report of the Health Insurance for 
Senior Citizens were adopted as read. 


This concluded the reports of the Association’s 
Committees. 


Doctor Gallaher announced that the Introduction of 
Resolutions was the next order of business, and that 
they would be introduced by title only at the opening 
session, referred to the Resolutions Committee, and 
formally acted upon in the closing session of the 
House of Delegates. The following resolutions were 
introduced: 


A Resolution extending Associate Membership to 
Doctor Thomas M. McCoy, M.D., Director of the 
Noble Foundation of Ardmore, Oklahoma, was _in- 
troduced by J. Hoyle Carlock, M.D., Ardmore. 


A resolution from the East Central Medical Society 
regarding A.M.A. dues was introduced by Shade D. 
Neely, M.D., Muskogee. 


Doctor Gallaher further announced that Resolutions 
could also originate in the Resolutions Committee. 


The next order of business was the Introduction of 
Amendments to the Constitution and By-Laws. 


Doctor W. T. Gill, Ada, reported that an amend- 
ment to the Constitution proposed at the last House 
of Delegates meeting would be acted upon in the 
closing session. 


It was announced that there were two proposed 
amendments to the By-Laws, (1) pertaining to Hon- 
orary Life Members, and (2) the Make-Up of the 
Grievance Committee. 


The Speaker announced that the Resolutions Com- 
mittee would meet in Room 716 at the Mayo Hotel, 
and that the Constitution and By-Laws committee 
would meet in Room 1301 at the Mayo Hotel. 


Doctor Gallaher advised that the last order of 
business in the Opening Session of the House of Dele- 
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gates would be the reading of the Necrology Report. 
Doctor Gallaher turned the Chair to Doctor Carlock 
for the presentation of the Necrology Report. 


Doctor Carlock requested that the Delegates stand 
during the reading of the Report. 


Necrology Report 


Since the last Necrology Report, May 4, 1958, the 
Almighty in his infinite wisdom has called from our 
midst thirty-two (32) of our beloved friends and co- 
workers. While we bow in sorrow to the will of the 
Almighty, we are appreciative of these wonderful 
men-physicians, scientists, teachers and friends, and 
their far reaching influences which will continue to 
inspire us to carry on their duties to humanity. 


THEREFORE, BE IT RESOLVED, That the House 
of Delegates of the Oklahoma State Medical Associa- 
tion recognizes the demise of these former fellow 
physicians and instructs the Secretary to inscribe 
with honor and regret the following names upon the 
record of the Association. 


Thomas McKinney Berry, M.D. _ El Dorado 
Benjamin Thomas Bitting, M.D. sales oe 
Lucile Spire Blachly, M.D.___-- __.Oklahoma City 
George R. Booth, M.D. _.__-___- ___.__. Wilburton 
Joseph Gideon Breco, M.D. ___.Corpus Christi 
Joseph Clayton Canada, M.D.___-_--____--__.Tahlequah 
Albert Cates, M.D.__- ___._.__.______Oklahoma City 
William Bruce Catto, M.D. ee 
Chonnar Polk Chumley, M.D.____- ___.Chickasha 
William Shell Crawford, M.D.-___----- __Tulsa 
John Fielden Hackler, M.D. Muskogee 
Albert Ernest Hennings, M.D. __Tuttle 
Frank Martin Keen, M.D.___--_- _____.Shawnee 
William Wilburn Kerley, M.D. _. ______Anadarko 
George Althouse LaMotte, M.D. _. Oklahoma City 
William Louis Mabry, M.D._____---____-___-__- Duncan 
David C.. MeCalib,. AED. ..........-........... Celene 
Andy Singleton Melton, M.D..____-_________-_-Okemah 
Cannon Deugar Moore, M.D. _-- ___Oklahoma City 
James T. Moreland, M.D. ._........_.______..__._ldabeal 
Daniel William O’Leary, M.D. __- __..__..-.Norman 
Alvin W. Paulson, M.D.__-__- ___Oklahoma City 
James Ira Payte, M.D. .__- __Oklahoma City 
Ollie Walker Rice, M.D.____________________. McAlester 
Charles Lewis Rogers, M.D._____._____----__--- Canton 
James Winston Rogers, M.D.________-___________Tulsa 
Burl Eugene Stone, M.D.____.___- ___.._-.- Lawton 
Charles Benjamin Taylor, M.D._______-Oklahoma City 
Har] ‘T. Vandever, M:D. .......................-._ Eng 
Seals Leftwich Whitely, Jr., M.D.____________.. Durant 
Napoleon K, Williams, M.D._______________. McCurtain 
Leonard Scott Willour, M.D.____________-_.. McAlester 


Following the reading of the Necrology Report, the 
Speaker announced that the House of Delegates of 
the Oklahoma State Medical Association, Opening 
Session, would stand at recess at 4:25 p.m. to re- 
convene at 5:00 p.m. 


Reported by Margaret Bowen 
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